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The Story of Peptie Uleer—for patient and physician 


Witty, but shrewdly to the point—highly palatable sensible advice on the care and feeding of ulcers. 
while unusually informative ... this new little It's a “morale booster” for the sufferer and an 
manual gives your patients quick, accurate and “explanation reducer” for you. 


See SAUNDERS Advertisement on next 2 pages 
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Saunders Books offering help on patient counseling, 


Counseling in Medical Geneties 


Do patients frequently ask you questions such as 

these? 
“Doctor, we’ve had one Mongoloid child. What are 
our chances of having another?” or “My father had 
epilepsy. | haven't had any seizures and neither 
has my husband. We would like a large family. 
How great is the risk that one or more of our chil- 
dren may have epilepsy?” 

If you can use assistance in giving the most specific 

answer possible to inquiries of this nature—you'll 

find Counseling in Medical Genetics to be the finest 

source of such information readily available to you. 


This concise manual is limited precisely to what you 


BY SHELDON ¢. REED 


want to know about the likelihood of transmission 
of all common hereditary disabilities (Heart Di-- 
ease. Allergies, Diabetes. Clubfoot. Harelip. Mental 
Retardation, Obesity, ete.). The chapters are brief 
and to the point—-each will take about 5 minutes to 
read—you can get the information you want in a 
matter of moments. 

Because patients expect you to give them the same 
sort of sound and sympathetic advice on their hered- 
ity dilemmas as you give them on their medical and 
surgical problems—-you'll weleome straightfor- 
ward advice contained here. 


By SHELDON C. REED, Director, Dight Institute for Human Genetics, The Uni- 
versity of Minnesota. 268 pages, 5!,"% 8". $4.00. 


A Modern Pilgrim’s Progress for 


Here is a most useful manual on diabetic self-help 
and care for the patient and his family. When you 
recommend it, you can be sure it will be read, under- 
stood and appreciated by the patient. 


Over half the book is presented in an entertaining 
and story-book fashion. It tells the story of a dia- 
hetic’s life. her ups and downs, her contacts with 
other diabetics and their problems—until a com- 
posite, integrated picture of diabetics and the diabetic 
is unfolded, Every situation and episode is a pain- 
lessly presented object lesson. The story becomes 
real and personal to the reader—he can pick out his 
own type of case, follow it through and thus learn 


BY GARFIELD G. DUNCAN 


of the part he himself may play in affecting his fu- 
ture welfare. 

In addition to qualifying the reader to be better able 
to follow the advice of the family doctor, the book 
wives many pointers to the physician on the approach 
to and management of his diabetic patients. The final 
80 pages of the book are devoted to specific self- 
help on how to: make insulin injections, care for the 
feet, plan menus, combat insulin reaction, avoid 
diabetic coma, ete. A glossary defines all terms. 
When you prescribe this manual you can rest assured 
the patient will hay~-reliable, up-to-date help. 

By GARFIFLD G. DUNCAN, Profesor of Medicine, Uni 


versity of Pennsylvania. Director of Medical Divisions, Pennsylvania Hospital and 
the Benjamin Franklin Clinic, Philadelphia. 222 pages, 4!" x 6',”, illustrated. $2.50 


The Story of Peptie Uleer 


BY RICHARD TONKIN 


A new and delightfully illustrated little volume that you may very | 
well adopt as a standard ingredient in your prescription for peptic 

ulcer sufferers. Nowhere else can you and your patients find such quick 

and sensible advice on the care and feeding of uleers—served up in 

such a palatable and easy-to-understand form. 


Once you've seen the book, you may find yourself borrowing many of 
Dr. Tonkin’s apt phrases for your own. He has a remarkable knack of 
using just the right words and tone to bring home significant points 
and make them stick in the mind of the patient. In addition to being 
highly digestible fare, the author’s advice is the best that medical 
science has yet to offer on the causes of peptic ulcer and on the simple 
rules of living that will assist the sufferer toward release from his 
disease. 


By RICHARD TONKIN, M.D., F.C.R.P., Westminster Hospital, London. Illustrated by RICHARD KEITH 
HELLIER, F.R.S.A. 70 pages, 514” x 7%”, illustrated, $2.25. 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association. Subscription price, $15.00 a year, 45¢ a copy. Canadian 
$17.00. Foreign $21.50. Accepted for entry as second class. mail at the Postoffice at Dayton, Ohio under the act of arch 3, 1879. Address all communications to 
American Medical Association, 535 N. Dearborn St., Chicago 10, Illinois 
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office operation, and medico-legal problems 


The Office Assistant 
BY PORTIA M. FREDERICK AND CAROL TOWNER 


Here is a complete how-to-do-it book filled with in- Here are a few of the practical topics... 


formation to run your office smoothly, efficiently. anc © Effective telephone technique, appointments, han- 


‘ffectively. The experienced authors guide your Girl 

ctivel; The dling the mail. daily schedule. 

Friday to quickly become a competent secretary. : 

hookkeeper, technician and public relations agent. Medical records, filing of records. extending cred- 
it. billing and collection procedures, bookkeeping, 


They coach her on how to tactfully cope with all banking, accident and health insurance. 


types of personalities on the telephone or in the of- Sterilization techniques, physical examinations 
fice—-how to ease a patient's confusion- -how to ob- care of instruments. preparation and adminisira- 
tain adequate information without appearing nosey. tion of medicine. physical therapy. library and 
editorial duties. and even housekeeping. 
Graphic illustrations demonstrate every phase of the 
If you are training a new girl. this book can easily 


job from office record forms to ways of draping the eee : : ‘ 

patient for various physical examination save 50° of your time and explanations. If you al- 

« = = « « = » = 

ready have a “gem”, the meticulous information 
here i eve more brilliance o er effec- 

You need only to briefly leaf through this manual to to her effec 

tell how valuable it is in saving vou both time. steps. santeons 


and money and in keeping your patients happy and » PORTIA M. FREDERICK, Instructor, Medical Office Assisting, Long Beach City 
ind CAROL TOWNER, Executive int, Department of Public Relations, 


satisfied. nevican Medical Aimaciatine 


The Doctor as a Witness 


BY JOHN EVARTS TRACY 


If you have wondered exactly what your duties. privileges. rights and compen- 
sation might be when providing expert medical testimony on the witness stand 
this authoritative volume will provide the answers. The author. an experi- 
enced trial lawyer. advises you on the legal maneuvers you may expect to 
encounter, He shows you how you may be led into traps by a shrewd examiner 
and how to avoid such traps. Here are but a few of the many topics covered 
in detail. Advice on handling hypothetical questions— Use of books in connec- 
tion with direct testimony- Giving opinions on mental competency Burden of 
proof in malpractice actions Evaluation of incapacity in compensation case 
Privilege against self-incrimination. Contingent fee contracts. Keeping temper 
in irritating cross-examination-— Doctor-patient relationship and the Law—Fte. 


By JOHN EVARTS TRACY, Professor of Law (bmeritus), University of Michigan. Author of Corporate Foreclo 
tion Practice, Handbook of the Law of Evidence and The Sucees-ful Practice of Law. 221 page 


W. B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account: 
| STORY OF PEPTIC ULCER 


[} COUNSELING IN MEDICAL GENETICS $4.00 [-] THE OFFICE ASSISTANT 


[-] MODERN PILGRIM’S PROGRESS FOR DIABETICS................$2.50 {_] DOCTOR AS A WITNESS 
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BOOKS FOR YOUR DAILY GUIDANCE 


. 
Ritvo & Shauffer—Gastrointestinal 

X-Ray Diagnosis 

By Max Ritvo, M.D. 
Assistant Clinical Professor of Radiology, Harvard Medical School 
and I. A. SHAUFFER, M.D. 

Instructor in Radiology, Harvard Medical School, Boston, Mass. 
The authors discuss and evaluate roentgen manifestations 
on the basis of which a diagnosis can be established and 
treatment determined. Pathological and clinical aspects are 
integrated with the roentgen findings. Beautifully illustrated. 


838 Pages, 7” x10". 470 Illus.,2 in Color. $20.00 


Master, Moser & Jaffe—Cardiac 
Emergencies & Heart Failure 
By ARTHUR M. Master, M.D. 


Associate Clinical Professor of Medicine, College of Physicians and 
Surgeons, Columbia University 


MARVIN Moser, M.D. 


Assistant Physician in Medicine, Montefiore Hospital, New York City 


and Harry L. JAFFE, M.D. 


Lecturer in Medicine, College of Physicians and Surgeons, 
Columbia University 


“This book should greatly benefit any physician who is like- 
ly to encounter cardiac emergencies or patients with heart 
failure."—].A.M.A., 11-26-55. 

2nd Ed. 203 Pages. 14 Illus. Flexible Binding. $3.75 


Ritvo—Bone and Joint 
X-Ray Diagnosis 
By Max Rirvo, M.D. 


Assistant Clinical Professor of Radiology, 
Harvard Medical School, Boston 


Dr. Ritvo discusses and illustrates roentgen manifestations of 
anomalies and diseases of the bones, joints and soft tissues. 
Methods of diagnosis are described clearly. “Encyclopedic 
in scope, up to date and easy to read.’"—-Southern Med. J]. 


752 Pages, 7” x 10”. 568 Illustrations on 398 Figs. $20.00 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 
[_] Check enclosed. (_] Bill me at 30 days. 
) Ritvo & Shauffer—Gastrointestinal X-Ray Diagnosis 


~) Master, Moser & Jaffe—Cardiac Emergencies & Heart Failure 3.75 
Ritvo—Bone & Joint X-Ray Diagnosis........ 20.00 


J.A.M.A, 3-15-58 


Blinick and Kaufman— 
Modern Office Gynecology 


By GeorGe BLINick, M.D., F.A.CS. 


Assistant Clinical Professor of Obstetrics and Gynecology, 
New York University College of Medicine, New York City 


and SHERWIN A. KAUFMAN, M.D., F.A.C.S 


Associate Attending in Obstetrics and Gynecology, 
Beth Israel Hospital, New York City 


With its ‘corridor consultation” approach, this book gives 
immediate recommendations for diagnosis and treatment of 
commonly met gynecologic problems. “Useful for the fam- 
ily physician.” —Am. Jl. of the Medical Sciences. 


218 Pages, 5V4"” x 734". 47 Illustrations. $4.50 


Goldberger—Heart Disease 
By EMANUEL GOLDBERGER, M.D., F.A.C.P. 


Associate Attending Physician, Montefiore Hospital, New York; Cardi 
ologist and Attending Physician, Lincoln Hospital, New York 


Written for general practitioners, this is an authoritative 
book on bedside diagnosis and treatment of heart disease 
and related conditions. ‘““This is indeed a fine book on 


cardiology.” —I/linois Medical Journal. 
BY 


781 Pages. 298 Illustrations 
5 Table 


2nd Edition. 


on 107 Fieures $12.50 


Davidoff and Epstein—The Abnor- 
mal Pneumoencephalogram 
By Leo M. Daviporr, M.D. 


Professor and Chairman, Department of Surgery, 
The Albert Einstein College of Medicine, New York, N.Y. 


and BERNARD S. Epstein, M.D. 


Chief, Department of Radiology, The Long Island Jewish 
Hospital, New Hyde Park, N. Y 


Pneumoencephalography is presented in relation to its im 
portance to clinical, pathologic and roentgenographic aspects 


of brain diseases. ‘Recommended.’ —Radiology. 
2nd Edition. 518 Pages, 7” x 10". 696 Illustrations 


on 291 Figures. $15.00 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 


Canadian Agent: The Macmillan Company of Canada, Ltd., 70 Bond St., Toronto 


_ | Charge under your partial payment plan. 
Blinick & Kaufman— Modern Office Gynecology 


| Goldberger Heart Disease.. 


Davidoff & Epstein—-The Abnormal! Pn 
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Factual guidance useful to every surgeon 


and physician in achieving more accurate 


diagnoses and instituting latest preferred 


treatment—both medical and surgical 


PRESENTED IN FINE CLINICAL DETAIL WITH 399 SUPERB ILLUSTRATIONS IN 


Dr. Claude E. Welch’s NEW BOOK— 


INTESTINAL OBSTRUCTION 


e The entire subject of intestinal obstruction—basic concepts 
plus latest approved clinical management—is crystallized into a 
compact, graphically illustrated clinical guide packed cover to 
cover with valuable assistance for every doctor who must diag- 
nose and treat this common but always difficult problem 


The author's great capacity for putting in print those methods he 
himself is using with success is a distinguishing characteristic of 
the book—the reason why readers will experience rewards well 
beyond ordinary anticipation. Following are but a few of the 
many helpful features. 


Types and Causes of obstruction are clearly set down. 


Includes Considerations such as pathologic physiology, bacteriol- 
ogy and antibiotics, causes of death. 


Fundamental Aspects of Therapy are detailed: Immediate treat- 
ment, selection of time for operation, 3 vital questions the 
physician must ask himself in making the diagnosis, importance 
of prompt action, etc. 


Full Details of Surgical Treatment are given, including technics 
anesthesia, significance of types of fluid in peritoneal cavity, 
do’s and don’t’s, course of action when in doubt, metabolic 
disturbances following massive resection, etc. 


Intubation is thoroughly covered: Technic of use of currently 
acceptable tubes, indications and contraindications, how to 
avoid and deal with complications, general management of 
intubated patient. 


Replacement Therapy is dealt with in a separate chapter, includ 
ing variations in body fluids found in disease, calculations of 
requirements, postoperative therapy 


A Special Chapter on Obstruction in Infants offers most valuable 
assistance 


399 Illustrations on 135 Figures 


ichusetts General Hos 


M.D., Visiting Surgeon, Masse 
Medical School. 378 paxzes; 


By Cravupe 
l Associate in Surgery, Harvard 


pital; Clinical 
399 illustrations on 135 figures. Approx. $10.00 


® Cerebral Vascular Disease 


March issue by JOSEPH M. FOLEY and SIMON HORENSTEIN 
Harvard Medical School 


Staphylococcal Infections 
April issue by DAVID E. ROGERS, New York Hospital! 


Diverticulosis and Diverticulitis 
May issue by CLAUDE E. WELCH, Harvard Medical Schoo! 


For those who want their medical literature brief and to 
the point nothing fills the bill quite so well as monthly 
DM monographs 


Each pocket-size, paper-bound monograph is limited to 
10 to 50 paces, easily read in one sitting. Mono: iphs 
are spaced one every 30 days: plenty of time to read 
before the next issue arrives Peaching illustrations help 
speed comprehension. Leading authorities prepare these 
monographs to the specifications of an authoritative edi- 
torial board. Subject matter is timely—all down-to-earth 
clinical material on current problems in the practice of 


internal medicine 


$9.00 per year for the 12 issues totalling approximately 
450 pages, illustrated. Binder $1.25 additional. 


The Year Book Publishers, 


Please send on approval: 


[_] Welch’‘s Intestinal Obstruction, Ready in April 
[|] DM Subscription beginning with March 


[ | DM Binder to hold 12 issues 


200 E. Illinois St., Chicago 11, Ill. 


Hook 


PUBLISHERS 


..Approx. $10.00 


AMA 3-15-58 
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Guide to all stages of writing 
papers and preparing them 
for publication... 


Trelease: HOW TO WRITE 
SCIENTIFIC AND 
TECHNICAL PAPERS — 3rd edition “a” 


(Formerly: The Scientific Paper) 


A highly practical manual designed to meet the needs of students and ' 
research workers who are preparing illustrated reports on scientific or 
technical subjects. A few of the subjects covered: 
¢ Choosing a research problem and assembling data 
e Outlining, organization, and arrangement of the paper, with 
hints on how to add interest and enhance readability 
Good form and usage with emphasis on the special problems of 
technical writing such as symbols, plant and animal names, 
footnotes, citations to the literature, and journal abbreviations 
Tables, what and how to tabulate 
Preparing illustrations 
Prepublication review 
Proofreading the paper and preparing final form 
Throughout the emphasis is on the importance of clarity and 
precision, tempered by the practical considerations of printing 
mechanics. Two or three hours spent with this book can save much 
time and effort for the novice and the experienced writer alike. 


By Sam F. Trevease, Columbia University 


194 pp., 8 figs. (1958) © $3.25 


MEDICAL EDUCATION WEEK—April 20-26 


We heartily endorse Medical Education Week and pay our highest respects to 
the Association of American Medical Colleges and its members, the accredited 
medical schools of the United States and Canada. 


Plan to attend the World Congress of Gastroenterology. 
Sheraton Park Hotel, Washington, D. C., May 25-31. 


SHOP BY MAIL 


THE WILLIAMS AND WILKINS COMPANY 
Mount Royal & Guilford Aves., Baltimore 2, Md. 


Publishers of Medical and Scientific Books and Periodicals 


Please send the following on approval 


— 


WILLIAMS 
& WILKINS 
COMPANY 


BALTIMORE 2, MD. 


Name_ 


Please print 


City_ 


() Payment enclosed. © Bill me. 
Shopping by mail is an easy, time-saving way to 
select books for your personal library. IAMA—3-15-58 
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Test... REGITINE’ 
for PHEOCHROMOCYTOMA 


Removabie pertension 


Free copy 
on request 


another useful publication 


from CIBA 
to aid you in your practice... 


Contents include: * published comment 

* significance of * treatment of 
pheochromocytoma pheochromocytoma and 

¢ the test with Regitine additional information 

* clinical experience of particular interest 


As a further effort to be of service to the medical profession, 
we now offer this brief treatise on a tumor that is of great 
significance pathologically. Complete with illustrations and 
graphic data, The Test with Regitine*® for Pheochromo- 
cytoma can prove most valuable in your everyday practice. 
For your free copy, write Medical Service Division, CIBA, 
Summit, New Jersey. 


REGITINE® (phentolamine CiBA) 


2/2512Me8 
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Tuo Siguificaut Mosby Ophthalmologic that 
Offer Souud AAduice ou Clinical Perimetry 


Correlates the Clinical Findings with 


the Diseases which Produce Them 
Harrington 
THE VISUAL FIELDS 


A Textbook and Atlas of Clinical Perimetry 


Written by a student of the renowned Dr. H. M. Traquair, THE VISUAL FIELDS 
by Dr. David O. Harrington is the one single book published in America that gives 
an up-to-date clinical presentation of the techniques of visual field examination along 
with a completely current presentation of cerebral anatomy and localization. Using 
the “atlas” approach, this excellently-integrated volume reflects the wide experience 
of the author in both word and picture. 

Presented in a simplified, yet meaningful way, this useful book discusses the tech- 
niques of perimetry, the anatomy of the visual pathway and interprets visual field 
ym ar in terms of anatomical localization of the lesions which produce them. The 
generous use of illustrations adds to the effectiveness of this presentation. For example, 
nine full page plates illustrate the commonly found visual field defects for each por- 
tion of the visual pathway from the retina to the occipital lobe of the brain. These, in 
themselves, constitute an atlas of clinical perimetry. They are supplemented with 200 
additional drawings and photographs of specific cases illustrating the visual field 
changes produced by specifically localized disease, each illustrated with the anatomy 
of the part involved. 

The author acquaints you with Flicker Fusion Frequency Fields, Perimetry with 
Ultraviolet Light and Luminescent Text Objects, The Multiple Pattern Method of 
Visual Field Examination, special methods of Bedside Perimetry and new instruments 
for visual field examinations. 

By DAVID O. HARRINGTON, A.B., M.D., F.A.C.S., Clinical Professor of Ophthalmology, 
University of California School of Medicine; Consultant in Ophthalmology, U. S. Veterans 
Administration Hospital, Fort Miley, San Francisco, California. 1956, 327 pages, 62” x 
934”, 234 illustrations, 9 color plates. Price, $16.00. 


Presents a Purely Clinical Approach 


TRAQUAIR’S CLINICAL PERIMETRY 


The new 7th edition of this outstanding English title marks the first edition post- 
humous to its original author. In following the successful pattern of the preceding 
editions, the revisor, Dr. G. I. Scott, has simplified the presentation of the subject so 
that the basic principles are not obscured in a maze of detailed information; instead, 
he presents them so that they are most useful and meaningful. Exhaustive details are 
relegated to the Appendix. 

TRAQUAIR’S CLINICAL PERIMETRY is devoted primarily to an understanding 
of the value of perimetry in clinical practice. The author wisely introduces into the 
text matter a full discussion of the applied anatomy of the visual pathway since so 
much of the understanding of the pathological changes which may affect it depend 
upon a knowledge of the normal. 

Youll find a wealth of significant information in this book that you can apply in your 
practice. The author emphasizes the importance of properly administering the con- 
frontation test as part of the successful ophthalmic examination of the patient. The 
book clarifies your thinking on the use of projection apparatus, the use of the Bjerrum 
screen and the classical methods of examination. Well-reinforced with 280 illustra- 
tions, this clinically-slanted volume reflects recent advances in optic neuropathy and 
affections of the anterior part of the optic radiation, Enlightening discussions of 
changes in the visual field which may occur in thyrotropic exophthalmos and follow- 
ing the operation of mitral valvulotomy are included. 

By G. I. SCOTT, M.A., M.B., F.R.C.S. Ed., Professor of Ophthalmology, University of 
Edinburgh, Consultant in Ophthalmology, The Royal Infirmary, Edinburgh. With a Forward 
by NORMAN M. DOTT, C.B.E., M.B., F.R.C.S. Ed., Professor of Neuro-Surgery, Univer- 
sity of Edinburgh, Consultant in Neuro-Surgery, The Royal Infirmary, Edinburgh. 1957, 
7th Edition, 333 pages, 744” x 912”, 280 illustrations, including 5 color plates. Price, $17.00. 


The C. V. MOSBY Company 


3207 Washington Boulevard St. Louis 3, Missouri 
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Control Serpasil 


Chart shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider : il1® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. Cc 


250 
150 
100 
5 days 5 days 5 days 


A. M. A. Archives of 

INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


oe A. M. A. Archives of 
OY INTERNAL MEDICINE 
; Devoted to original investigations into the 
‘: nature, diagnosis and treatment of disease. 
ee “Progress in Internal Medicine” regularly i 
CVEV ee featured. Also Clinical Notes, Book Reviews, 
ae News and Comment. $10.00 yearly. 
A. M. A. Journal of 


doctor DISEASES of CHILDREN 
Well attested, new ideas in Pediatrics. 2 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
: | News and Comment pulses advanced pedi- 
Specia Cy atric thought. “Progress in Pediatrics” is a 


frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
MEDICAL with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 


Journals cific problem. Case Reports, Clinical Notes. 


$14.00 yearly. 
A. M. A. Archives of PATHOLOGY 


Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
° classification and comment. Case Reports, 
published monthl Laboratory Methods and Technical Notes, 
y Book Reviews, Notes and News, General 

Reviews. $10.00 yearly. 


A. M. A. Archives of 
A. Archives of eye contributed by 
NEUROLOGY and PSYCHIATRY outstanding investigators. Practical hints in 
Covering results of experimental research and “Clinical Notes.” New discoveries discussed, 
practice in mental disease. Foremost medi- forum fashion, in “Society Transactions.” 
cal men present Original Articles, Clinical Reviews, Abstracts from Current Literature, 
Notes, Case Reports, News and Comment, Book Reviews, News and Notes. $12.00 
Abstracts from Current Literature, Society yearly. 
Transactions. Book Reviews. $14.00 yearly. A. M. A. Archives of 
OTOLARYNGOLOGY 
A. M. A. Archives of DERMATOLOGY Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibliographic material. Case Reports, Re- 


Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, views, Abstracts trom Current Literature, 
Abstracts from Current Literature, Society Book Reviews and Society Transactions con- 
Transactions, News and Comment. Book tribute a strong pattern of specialized infor- 
Reviews. $12.00 yearly. mation. $14.00 yearly. 


return this coupon with remittance 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN ¢ CHICAGO 10 


; — urnal checked at APO's Possessions 
my subscription to the specialty jo CAMA. Arch. Neurology and 


Psychiatry $14.50 $15.50 
Keep my name on list until I ask you to cancel. Remittance for .M.A. Arch. Dermatology 12.50 13.50 
-M.A. Arch. Industrial Health.... ; 10.50 11.50 

C} one year bis enclosed .M.A. Arch. Internal Medicine.. 10. 10.50 11.50 
(] two years . Jrl. Diseases of Children.. 12. 12.50 13.50 
Name .M.A. Arch. Surgery ‘ 14.50 15.50 
dd . Arch. Pathology 10.50 11.50 
Address M.A. Arch. Ophthalmology 2. 12.50 13.50 
City _ A.M.A. Arch. Otolaryngology....... 14.00 14.50 15.50 
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Sheer comfort 


...is enjoyed by patients you fit with RAMSES® Diaphragm... 


because its cushion-soft rim is flexible in all planes to permit complete freedom 


of movement, and to afford complete ease without risk of irritation. 


Peace of mind is enjoyed because the RAMSES technique—Diaphragm and 
Jelly—reduces the likelihood of conception by at least 98°C." And RAMSES 


Jelly* maintains its full efficacy for up to ten hours. 


Wotivation as a factor—when a woman has ™. . . the sincere, urgent, uncom- 


plicated desire to remain nonpregnant . . .”~ she will adhere more closely to 


instructions, and the method will therefore have a higher degree of success. 


After fitting a diaphragm. prescribe the complete unit—RAMSES 
“TUK-A-WAY”® Kit #701 with diaphragm. introducer and jelly in 
attractive zippered bag. Diaphragm sizes 50 to 95 mm. Jelly in 3 and 
5 oz. tubes at all pharmacies. 


1. Tietze. C.: Proceedings. Third International Conference Planned Parenthood. 


1953. 2. Finkelstein, R.; Guttmacher. A.. and Goldberg, R.: Am. J. Obst. & Gynec. 
63:664 (March) 1952 
*Active agent. dodecaethyleneglyco] monolaurate 5%, in a base of long-acting 
barrier effectiveness. 


RAMSES 


JULIUS SCHMID, inc 
423 West 55th Street New York 19, N. Y, 


RAMSES and “TUK re registere Julius Schmid, tne 
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Edited by Epwin P 
JORDAN, M.D., F.A.C.P 
University of Virginia 
Medical School, Char- 
lottesville, Virginia. 


% INDEXEDtosaveyoutime. Therapeutic, 
Drug, Manufacturer’s and new Generic 
Name Indices plus self-pronouncing drug 


listings. 


% ComPLETE, authoritative, continuing 
service for 3 years— New 7th Edition plus 
18 bi-monthly Mopern Drucs Supple- 
ments—all for $17.50. 


% ATTRACTIVELY Bounp in durable red 
cover stock. Approx. 1500 pages. Size 
6" x 9/4," x 21/4". 


...°'my indispensable source for 


new drug descriptions” 


| Announcing the mew 70h, Editi 


MODERN DRUG 


ENCYCLOPEDIA 


AND THERAPEUTIC INDEX 


with FREE 3-YEAR bi-monthly supplement service, MODERN DRUGS 


More than 70% of the prescriptions 
written today call for new drugs 
introduced within the past 3 years. 
It’s imperative that your drug ref- 
erence be complete, dependable, 
current and up-to-date. Here is 
your authority on PRESCRIPTION 


DRUG PUBLICATIONS, INC. 


Remittance Enclosed 


Name 


DRuGs and the new NARCOTIC 
CLASSIFICATIONS—your up-to-the- 
minute source for latest composi- 
tion or description, action, use, 
supply, dosage, caution and 
administration data on more than 
4,000 drugs. 


11 East 36th Street, New York 16, New York 


( Please send me the 7th Edition MODERN DRUG ENCYCLOPEDIA and Therapeutic 
Index, plus bi-monthly MODERN DruGs Supplements for 3 years—all for $17.50*. 
() Send along Binder for MODERN DruGS Supplements — $2.50. 


C) Bill me later 


Address. 


City 


* $17.50 in U.S.A, Foreign, $21.00 


(AMA-38) 
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PAMPHLETS ON 


Reprinted from 
Today’s Health 


‘Manazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you, 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E, EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: Order Department 


American Medical Association 
535 N. Dearborn St. 


Chicago 10 


Emotional Illness—15c 

Emotional Health—15c 

Joe’s Nervous Breakdown—10c 

[] The Psychiatrist—10c 

() Hypnotism—Humbug or Healing—10c 


Name 


Street 


City. 


State 
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ot an idea! Why Boy! I'll gobble it Please ... put some 
not put fruit in it? up with fruit in it! fruit in mine, too! 


did 


Even your hardest-to-please little patients will take 
instantly to these delicious varieties! To 100% Pork 
we added tasty Apple Sauce . . . to 100% Ham, Raisin 
Sauce... to 100% Lamb, Mint Flavor. All 3 are so 
tempting they awaken baby’s natural liking for meat. 
That’s why Swift’s scientists created them. They’re 
high in protein, creamy-smooth, easy to digest. 


Available for Juniors, too. 


Swift's 


fruit 


Meats for Babies 


70 Sewe Gour Family Geter 
Delicious meats are Swift's specialty...especially Meats for Babies! 
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What really causes 
Adhesive Irritation? 


Should “allergy” take most of the blame? 
Decidedly not! Allergy causes less than 2% of irritative reactions! 


Yet almost all adhesive tape reactions are blamed on allergy. 
Actually, several more important causes are responsible: 
CHEMICAL — due to impure ingredients, improper stabilization. 


MECHANICAL — due largely to improperly controlled “stick,” 
“flow” and flexibility of the adhesive mass.* 


BACTERIOLOGICAL — due to infections in lesions arising 
from chemical or mechanical irritations. 


So, in defining adhesive tape quality, the term “HYPO-REACTIVE” is more comprehensive 
than the limited term “hypo-allergenic.” HYPO-REACTIVE gives adequate meaning to the mini- 
mizing of all irritative responses. Hypo-allergenicity is, of course, a desirable attribute of 
adhesive tape, but in itself is far from sufficient. 


True HYPO-REACTIVITY in all of its adhesive tape — every batch, every roll — has always been 
the goal of the continuous research and pilot plant programs, and the actual manufacturing 
processes of Johnson & Johnson. 


Utmost hypo-reactivity in adhesive tape can be assured only through strict maintenance of 
balanced qualities — precisely guided by research, and precisely controlled in manufacture. 


The result? The finest surgical tape that Johnson & Johnson has ever | 
made—with the lowest achievable degree of reactivity from ANY cause! AED CROs. 


*A complete treatise on adhesive tape irritation will be mailed on request. ie D HESIy, j 


| TAPE 


New Brunswick, New Jersey | 


NO CONNECTION WHATEVER WITH AMERICAN NATIONAL RED CROSS 
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Mabel 
is 


unstable 


She just can’t help being 
impatient and exasperating 
—it’s “that time’’ in her life. 
To see her through the menopause, 

there’s gentle ‘‘daytime sedation’’ in 
tranquilizing— 


BUTISOL SODIUM 


BUTABARBITAL SODIUM 


McNEIL} 


LABORATORIES, INC, 


PHILADELPHIA 32, PA. 


\ TABLETS 15 mg. 


gr.), 30 mg. 
(Y2 gr.), 50 mg. ( % gr.), 100 mg. 
(1% gr.), R-A (Repeat Action) 
30 mg. and 60 mg. 
ELIXIR, 30 mg. (2 gr.) 
per 5 cc. 
CAPSULES, 
100 mg. (1 gr.) 
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Versatile ADAPTIC Non-Adhering Dressing 
Now Avallable in 6 Sizes — 
tHfective on Any Type of Lesion 


STERILE. Avoids tissue damage, 
and pain of removal. 

Special porous weave prevents 
maceration, keeps lesions 

dry and healthy. 


Sizes: 3” x 3”, 3” x 8”, 
3” x 16”, easily dispensed from 
peel-back packages. 
Also, STERILE 
ADAPTIC® Packing Strips in 42”, | 
See how easily ADAPTIC Non-Adhering Dress- 


. 2” widths. ing is removed. Adherence is prevented by 
a special, bland emulsion which does not 
clog pores of the viscose filaments. 


4 Free dispenser with 3° x 3” office size. 
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For better 


tetracycline absorption, 
| higher serum levels 
and more certain 
control of infection... 
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Typical comments from clinical investigators 


“The advantages of higher blood and tissue levels of tetracycline in 
combating infections with susceptible bacteria are significant.”' 


“All patients with infections caused by tetracycline-sensitive or- 
ganisms responded satisfactorily to tetracycline phosphate com- 
plex therapy.”* 


“The increased serum levels obtained with it [tetracycline phos- 


9996 


phate complex] may be considered a ‘safety factor’. 
“Tt effectively controlled the pyogenic component . . .”” 


“Side effects were infrequent and mild... .”* 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


in a wide 


variety of 


including: 


pneumonia, 
acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 


baciliary and 

amebic dysentery, 
bacterial diarrhea, 
gastroenteritis. 


cellulitis, 
furunculosis, 
pustular dermatoses, 
acne. 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 


psittacosis. 


preoperative prepara- 
_ tion of gastrointestinal 
_ tract; deliveries in un- 
sterile fields. 


= Suits every tetracycline need toa 
| 
| 
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TRACYCLIN 


Faster, higher tetracycline serum levels 
for more certain control of infection."“°”'*" 


Significant serum levels for 24 hours on a single 
dose of Tetrex Intramuscular (250 mg.)”” 


A single, pure antibiotic (not a mixture.) 


1,6,8,11 


B.i.d. or q.i.d. dosage equally effective orally. 


11,6 


Clinically ““sodium-free. 


A dosage form for every tetracycline need. 


References: 1, Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth 
Annual Symposium on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
2. Dube, A. H.: Ibid. 3. Portney, B., Draper, T., and Wehrle, P. F.: 
Ibid. 4, Shidlovsky, B. A., Prigot, A., Maynard, A. de L., Felix, A. J., 
and Hjelt-Harvey, I.: Ibid. 5, Cronk, G. A., and Naumann, D. E.: 
Ant. Med. & Clin. Ther. 4:166, 1957. 6. Prigot, A., Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4:487, 1957. 7. Pulaski, E. J., and Isokane, R. K.: 
Ibid. 4:408, 1957. 8, Putnam, L. E.: bid. 4:470. 1957. 9, Rein, C. R., ° 
and Fleischmajer, R.: Ibid. 4:422, 1957. 10, Welch, H., Lewis, C. N., 
Staffa, A. W., and Wright, W. W.: Ibid. 4:215, 1957. 11, Pulaski, E. J.: 
Practitioner 179:465, 1957. 
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Five groups of investigators who administered TETREX to 
996 patients with a wide variety of infections reported 
excellent therapeutic results, with a remarkably low inci- 
dence of side effects.'*°*°? As one group reported: “All 
patients infected with tetracycline-sensitive organisms re- 
sponded satisfactorily to therapy.”' In only 8 patients 
(0.8% ) of the 996 were side effects such as to require 
discontinuance of therapy. 


As the need arises — a suitable dosage form: Tetrex Capsules 
(250 mg.), Tetrex Pediatric Capsules (100 mg.), Tetrex Intra- 
muscular (250 mg.) with Xylocaine*, Tetrex Intramuscular (100 
mg.) with Xylocaine* 


Also Available: Tetrex Syrup and Tetrex Pediatric Drops (tetracy- 
cline syrup, phosphate buffered.) 


*® of Astra Pharm. Prod. Inc. for lidocaine. 


Bristol LABORATORIES INC., Syracuse, N.Y. 


in a wide 
variety of 


including: 


pneumonia, 

acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 


bacillary and 


amebic dysentery, 


bacterial diarrhea, 
gastroenteritis. 


cellulitis, 
furunculosis, 


pustular dermatoses, 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 


psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 


sterile fields. 


an improvement and ultimate replacement — 
the older tetracycline hydrochloride.” 
HOSPHATE COMPLEX 
| 
acne. . 
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is asthma in children a contraindication to protective 
immunizations against tetanus, diphtheria and pertussis? 


No. Asthmatic children need this protection more than other chil- 
dren. If these diseases are contracted there will be danger of reactions 
to the serums and drugs used in treatment. 

Source —Glaser, J.: Pediat. Clin. North America (Feb.) 1957, p. 293. 


often preferred for protection against asthmatic attacks 


A M l N ET suppositories with nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


Many physicians prefer AMINET because it protects their asthmatics without the 
hazards of intravenous injection, the gastric distress of oral aminophylline and 
the cardiovascular effects of adrenergics. It may be used for prolonged periods 
in hypertensive and cardiac patients. 


= 


Full Strength AMINET Suppositories —for adult use — aminophylline 0.5 Gm. (7% gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.) and for children 
weighing over 80 lbs.—Half Strength AMINET Suppositories. Also available — plain 
Aminophylline Suppositories 0.5 Gm. 


we 


/\ AMES COMPANY, INC + ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 
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Phen 


MEASURED-DOSE NASAL AEROSOL NEBULIZATION 


Immediate, effective 4-pronged relief...vasoconstric- 
tive, decongestive, anti-inflammatory, antibacterial. 
Accurately measured nebular cloud makes droppers 


and squeeze bottles obsolete. 


Each cc. contains phenylephrine HCI 3.6 mg., phenylpro- 
panolamine HCl 7.0 mg., neomycin sulfate 1.5 mg. (equiv- 
alent to 1.0 mg. neomycin base), and hydrocortisone 
0.6 mg., suspended in an inert, nontoxic aerosol medium. 


MEDIHALER MEANS 
automatically measured-dose aerosol medications for 
closer management supervision over the patient. 
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FROM THE WASHINGTON OFFICE OF 


Doctors Advise Children’s Bureau 
on Conference Plans . 


VA Hospital Construction 
Program 
Nail Polish Removed from 


Market . 
Poliomyelitis Vaccinations Urged for 
Children Under Age 5 . 


DOCTORS ADVISE CHILDREN’S BUREAU 
ON CONFERENCE PLANS 


In the opinion of a group of doctors called in as 
advisors, the White House Conference on Children 
and Youth, scheduled for 1960, should assess the 
needs of children in a rapidly changing world. 
Their views were given to Children’s Bureau Chiet 
Katherine B. Oettinger at the first of a series of 
conferences with members of various professions 
interested in the conference. The next such meeting 
will be with educators. 

Attending the doctors’ conference were obstetri- 
cians, pediatricians, general practitioners, psychia- 
trists, medical educators, and public health officers. 

Dr. Stewart H. Clifford of Brookline, Mass., re- 
porting on contacts with a large number of pedia- 
tricians, said they felt the greatest need is to take 
cognizance of “vast new influences” that affect 
children. He proposed the conference have the 
twin objectives of strengthening family life and 
helping parents to increase their confidence as par- 
ents. Dr. Clifford is president of the American 
Academy of Pediatrics. 

Dr. W. L. Crawford, Chairman of the Maternal 
and Child Care Committee of the Council on Medi- 
cal Service, represented the American Medical As- 
sociation. He said the conference undoubtedly will 
emphasize total fitness, perhaps highlighting socio- 
economic and educational fitness. 

Dr. Charles Janeway, pediatrics professor at Har- 
vard, said: “No country has produced a material 
civilization to compare with ours. But I am not at 
all convinced we have a happier population than 
any other country I've visited. We are creating vast 
suburban communities with people of the same age 
group, the same motivations and the same aspira- 
tions. These are not communities anymore, but just 
one vast gray sameness.” 


REPORT ON VA CONSTRUCTION PROJECTS 


The Veterans Administration is moving ahead 
with 65 million dollars worth of hospital construc- 
tion projects this fiscal year, more than in any other 
recent year, and in the future years the total will 


THE AMERICAN MEDICAL ASSOCIATION 


not be far behind. This is the summary from Sum- 
ner G, Whittier, the new VA Administrator, in an 
address to the American Legion’s national rehabili- 
tation conference. He stated that “no veteran in 
this land ever receives second class medicine.” 

Some current and future VA_ hospital projects 
listed by Mr. Whittier: 

1. This spring the VA will ask for bids for a new 
1,000-bed mental hospital to replace the old struc- 
ture taken over from the Navy at Downey, III. 
The 1,000-bed neuropsychiatric hospital in Topeka 
should be completed this summer; a similar facility 
of 1,000 beds is under way at Palo Alto, Calif 

2. The agency has funds to work up plans for 
seven new and replacement hospitals in Oakland, 
Calif.; Cleveland: Washington, D. C.; Wood, Wis.; 
Nashville, Tenn.; Jackson, Miss.; and Brecksville, 
Ohio. Money to build the last three has been ap- 
propriated. 

3. In the 1959 budget, the VA has asked for 
funds for three more projects—a replacement hos- 
pital in Memphis, a second wing of 820 beds at 
Long Beach, Calif., and a hospital at Coral Gables, 
Fla., to replace the old hotel now in use. 

The legion’s national commander, John S. Gleason 
Jr., in an appearance at the Capitol, asked the 
House Veterans Affairs Committee to support the 
appeal for sufficient funds for VA tuberculosis beds. 
He claimed the Budget Bureau had trimmed 20 
million dollars from the VA’s “unpublished request” 
for the next fiscal year for medical administration, 
inpatient care, and supply. The bureau also recom- 
mended a reduction of 1,000 beds for tuberculosis 
patients for a saving of 6 million dollars. 

Mr. Gleason said the economies were unwise and 
that “far from closing hospitals, the VA hospital 
construction and maintenance program authorized 
by the Veterans Affairs Committee should be car- 
ried out both for the benefit of the needy veterans 
and the benefit of our economy as well.” 


VETERANS ADMINISTRATION NOTES 


A new synthetic drug, thiocarbanidin, will be 
tested against tuberculosis in the continuing study 
of new drugs for tuberculosis being conducted by 
the VA and the armed forces. Experience shows, 
according to the VA, that the drug has no ill-effects 
and may help patients for whom treatment with 
other tuberculosis drugs is not satisfactory. 

During the next few months the VA will ask bids 
on six construction projects expected to cost at least 
$2,700,000. They are at the VA centers at Biloxi, 
Miss.; and Cheyenne, Wyo., and at hospitals at 
Dearborn, Mich.; Ann Arbor, Mich.; Bath, N. Y.; 
and Pittsburgh. 
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A new radioisotope test devised by two VA phy- 
sicians is reported as showing the exact site at 
which insulin acts on the human body. Past experi- 
ments established that insulin acts locally on muscle 
cells to increase uptake of glucose in animals; these 
tests show for the first time that the same process 
takes place in humans. The radioisotope test was 
designed by Drs. Edward D. Fries, chief of VA 
medical service, and Harold W. Schnaper, assistant 
chief. 

The VA reports that a Los Angeles plant (Epi- 
Hab) manned entirely by epileptics has been 
granted a 20% reduction in its accident insurance 
rates because of its outstanding safety record. 

Four more VA physicians have been appointed 
as full-time clinical investigators, which will bring 
the total to 35 when they enter the work in July. 
The four are Drs. James S. Arnold, Lawrence M. 
Heideman, Lindy F. Kumagai, and James O. 
Wynn Jr. 


NAIL POLISH TAKEN OFF MARKET 


Manufacturers are cooperating with the Food 
and Drug Administration to remove from the mar- 
ket a new product known as TenDay Press-On Nail 
Polish, which has been found to leave disfiguring 
and sometimes painful injuries in some cases. After 
a total of more than 700 complaints were received 
by the producer, Harrison Laboratories of New 
Rochelle, N. Y., and FDA, dealers were asked to 
return unsold stocks immediately. 

Those who have applied the substance are ad- 
vised by FDA to remove the plastic coverings with 
extreme care to avoid peeling, splitting, and break- 
ing off of the nails. The mc comes in the form of 
colored plastic strips of different sizes, shaped like 
fingernails. Explaining the danger, FDA says: 

“Characteristic injuries have usually appeared in 
two to four weeks after the plastic ‘nails’ are ap- 
plied. In many cases the injuries are slight. In the 
more severe cases the nails break off to the quick. 
There is no indication there is any permanent in- 
jury, and nails apparently grow normally after use 
of the product is stopped.” 

Although the product has been sold for only six 
months, about 32 million of the applications have 
been distributed, millions of which are still unused 
in the possession of consumers. 


DRIVE BEGUN TO PROMOTE POLIOMYELI- 
TIS VACCINATIONS IN CHILDREN UNDER 5 


Because new evidence shows that children under 
5 have the highest attack rate for paralytic polio- 
myelitis, the Public Health Service and the medical 
profession have started a new campaign to have 
this group vaccinated. 

Preliminary figures from the PHS Communicable 
Disease Center indicate that during 1957 there was 
a substantially higher rate for paralytic poliomye- 
litis among children under five years of age than in 
other susceptible age groups. The highest rate, 5.7 
per 100,000, was among one-year olds; next highest, 
5.5, among 2-year olds; and for all children through 
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4 years, 4.4. This compares with 1.4 for the 5 
~ ties 19 age group and 0.8 for those 20 through 
Surgeon General Burney noted that the Ameri- 
can Medical Association and the National Founda- 
tion for Infantile Paralysis have been cooperating 
with the PHS in a year-round public information 
and education campaign urging vaccinations of all 
— at least through age 40. The campaign will 
re oe up during the next few months. 
Supplies of Salk vaccine on hand now are ample, 
with 30,000,000 cc. in inventories or supply lines. 


PROGRESS IN MENTAL HEALTH SERVICES 


A survey by the National Institute of Mental 
Health shows a marked increase during 1957 in 
state and community mental health services. Some 
of the findings are: 

New Grants-in-Aid laws.—Four states, California, 
Minnesota, New Jersey, and Vermont, enacted laws 
providing assistance for community mental health 
services, such as clinics, alcoholism control, and 
public education in mental health. 

Tax Raising for Mental Heaith.—lowa, Kansas, 
and South Dakota passed laws authorizing counties 
to levy taxes or appropriate funds for local mental 
health services. 

Modern Commitment Laws.—California, Colo- 
rado, Kansas, Minnesota, Montana, North Dakota, 
and Texas moved to modernize laws on commit- 
ment, detention, and care and treatment. 

Interstate Compacts.—Seven states ratified the 
interstate compact on mental health, which makes 
the patient’s welfare the cardinal consideration in 
deciding which state shal! have his responsibility. 
The states are Connecticut, Maine, Minnesota, New 
Hampshire, Oregon, Rhode Island, and West Vir- 
ginia. 

In other actions in this direction, Arkansas, Ne- 
braska, and Texas authorized construction of new 
institutions; Idaho and Minnesota made it man- 
datory for local school districts to provide instruc- 
tion for handicapped children; Washington decided 
on a diagnostic and training center for mentally re- 
tarded; and New York is planning a state research 
institution on mental] retardation. 


MISCELLANY 


Medicare explains that the cost of drugs, whether 
furnished by the doctor himself or on prescription, 
are a proper charge in maternity cases. Minimum 
itemization must include quantity, nomenclature, 
and cost. Medicare also points out that military 
dependents who have not passed their 23rd _ birth- 
day and are enrolled full-time in an accredited 
institution of higher learning are entitled to benefits. 

The average college faculty salary is $6,120 an- 
nually, according to an Office of Education survey. 
Instructors in public institutions average $5,110 
and full professors $8,530; those in private schools 
get about $1,000 less. 

Another OE study shows one out of four students 
who enter college drops out in the first year, and 
about 8 million persons attend at least one formal 
adult education class each year. 
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The successful use of Enovid in amenorrhea 
has been reported!-4 by various investigators. 


The endometropic action of Enovid establishes 
a secretory (progestational or luteal) endome- 
trium in the patient with sufficient endogenous 
estrogen. In others, preliminary estrogen “prim- 
ing” will be required. 


If a daily dosage of one tablet of Enovid is ad- 
ministered for twenty days and then discontin- 
ued, a menstrual period will usually occur about 
three days later. Therapy is resumed at the same 
dosage on day 5 of the newly established cycle 
and continued until day 25, and this schedule is 
repeated for the next two or three cycles. Follow- 
ing this, regular periods and ovulation are likely 
to occur in some women. 


FOR CONTROL IN 


G. D. Searle & Co., Chicago 80, Illinois. Research in the Service of Medicine. 


TRADEMARK OF G. D. SEARLE CO, SEARLE | 


PREMENSTRUAL TENSION 


DYSMENORRHEA 


MENORRHAGIA 


AMENORRHEA 


METRORRHAGIA 


INADEQUATE LUTEAL PHASE 


OLIGOMENORRHEA 


B. M., age 30, ovarian failure. Response after 10 mae. of 


Primed with ethynylestradiol, Enovid daily for fourteen 
0.05 me. twice a day for days revealed beginning 
twenty-one days. Control bi- secretory effects (fifteenth 
opsy after estrogen therapy to sixteenth day) with ade- 


showed proliferative phase. quate stromal stimulation, 


(BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER) 


ORAL SYNTHETIC 


ENDOMETROPIN 


If endogenous estrogen is inadequate, a daily 
“priming” dose of estrogen is given for two weeks; 
this is followed by the administration of one tab- 
let of Enovid for ten days. This dosage schedule is 
then repeated for two or three successive cycles. 


Each tablet of 10 mg. contains 9.85 mg. of nor- 
ethynodrel, a new synthetic steroid, and 0.15 mg. 
of ethynylestradiol 3-methy! ether. 


1. Southam, A. L.: A Symposium on 19-Nor Progestational Steroids: 
Effect of Enovid in Amenorrhea and Menometrorrhagia, Chicago, 
Searle Research Laboratories, 1957, pp. 46-50. 


2. Gold, J. J.: A Symposium on 19-Nor Progestational Steroids: 
Clinical Experience with Enovid, Chicago, Searie Research Labora- 
tories, 1957, pp. 86-90. 

3. Kupperman, H. S., and Epstein, J. A.: A Symposium on 19-Nor 
Progestational Steroids: Gonadotropic-Inhibiting and Uterotropic 
Effects of Enovid, Chicago, Searle Research Laboratories, 1957, 
pp. 32-44. 

4. Roland, M.: A Symposium on 19-Nor Progestational Steroids: 
Observations on Patients with Anovulatory Cycles and Amenorrhea 
When Enovid Is Administered, Chicago, Searie Research Labora- 
tories, 1957, pp. 51-62. 
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SUX-CERT 


lyophilized 


SUCCINYLCHOLINE CHLORIDE 


SUX-CERT, the newest product in the INCERT® family of addi- 
tives features the pump-type vial and offers these advantages: 


e Needs no refrigeration or expiration dating 

e Retains high potency in storage at room temperature 
e@ Requires no needles, no syringes 

e@ Instantly reconstituted in bulk parenteral solutions 


Supplied in sterile additive vials containing 500 mg. and 
1000 mg. expressed as anhydrous succinylcholine chloride. 


ALSO AVAILABLE IN INCERT 


VI-CERT (lyophilized B Vitamins with Vitamin C)—five essential B vitamins and vitamin C. 
INCERT T41—Thiamine HCI 25 mg., Riboflavin 10 mg., Niacinamide 100 mg., Sodium 
Pantothenate 20 mg., Pyridoxine HCI 20 mg., Ascorbic Acid 500 mg. 


POTASSIUM CHLORIDE SOLUTION INCERT T2010—20 mEq. K* and CI- in 10 cc. sterile 
solution (2 mEq/cc.). INCERT T2020—40 mEq. K* and CI in 12.5 cc. sterile solution 
(3.2 mEq/cc.). 


POTASSIUM PHOSPHATE SOLUTION INCERT 131 — Potassium Phosphate (1.579 gm. 
K2HPO, and 1.639 gm. KH2PO,4 per 10 cc.). Contains 30 mEq. K* and HPO4= in 10 cc. 
sterile solution. 


CALCIUM LEVULINATE SOLUTION INCERT 151—Calcium Levulinate, 10% solution, 1.0 
gm. (6.5 mEq. of Calcium) in 10 cc. sterile solution. 


* 30% IN PREPARATION COST 
SAVE 600% IN PROCESSING TIME 
WITH INCERT SYSTEM 


Py 


pharmaceutical products division of 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 
*Personal C icati inf jon on request 
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The Original Tranquilizer-Corticoid 


DRAMATIC IN ARTHRITIC-RHEUMATIC DISORDERS 


> 


prednisolone and hydroxyzine 


for enhanced clinical response 


UNSURPASSED IN BRONCHIAL ASTHMA 


a preferred corticoid STERANE® 
(prednisolone) and well tolerated 
tranquilizer ATARAX®(hydroxyzine) 


EXCELLENT IN ALLERGIC/INFLAMMATORY DERMATOSES 


for freedom from fear 

for low corticoid dosage 


SUPPLIED: 
Ataraxoid 5.0 Aitaraxoid 25 j##Ataraxoid 77 


scored green tablets, scored blue tablets, scored orchid tablets, 
5.0 mg. prednisolone and 2.5 mg. prednisolone and 1.0 mg. prednisolone and 
10 mg. hydroxyzine HCI 10 mg. hydroxyzine HCI 10 mg. hydroxyzine HCI 
bottles of 30 and 100 bottles of 30 and 100 bottles of 100 


Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 
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Advantage of 
Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


J Unmarried women can use vaginal tampons!? 


WA Tampons do not cause erosion of the 
cervix, vagina or labia’ 


v4 Tampons do not irritate the vaginal mucosa'? 
Tampons do not block the menstrual flow‘ 
Tampons minimize menstrual odor'* 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51;150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX” 


for internal menstrual hygiene 
Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 


Tampax Incorporated 
Palmer, Massachusetts 


STERISIL 


Ue (Wid cf 


The itching and 


discharge of vaginitis can F 


rob a woman of self- sh 


assurance and composure. 
To restore the feeling of 


personal cleanliness, 
Sterisil Vaginal Gel attacks 


the cause of vaginitis—be 


it moniliasis, trichomoniasis 
or Hemophilus vaginalis.* 


A new anti-infective 
compound with broad 


antibacterial, antifungal and 


antitrichomonal activity, 


Sterisil is effective against all 


three types of vaginitis.!-4 = 


Sterisil, with unique 


affinity for tissue, clings to 


the site of application 
providing prolonged antiseptic 
action. In most cases, the gel - 


need only be applied 


every other mght. 


Hf. vaginalis, the pathogen now 
believed responsible for most cases 
of so-called “nonspecific” vaginitis 


Dosage: One application every 


other night until a total of 


six has been reached. Treatment 
should be continued through 


one menstrual period. 


Severe cases may require 
treatment every night. 


Available in 1 Lo oz. tubes 
with six disposable applicators 
and complete instructions. 


in 
Hi. W.; Bailey, F. ¢ 
Antibiotic Med. & 


69:962 (May 


& Crvnes 


Sterisil / WARNER-CHILCOTT 


100 YEARS OF ERVICE TO THE MEDICAL PROFES 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
March 


Aero Mepicat Association, Hotel Statler, Washington, D. C., Mar. 23- 
26. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Municipal Auditorium, 
Dallas, Tex., Mar. 24-27. Mr. Mac F. Cahah, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN CoLLEGE or SuRGEONS, REGIONAL MEETING, Hotel Utah, Salt 
Lake City, Mar. 17-19. Dr. Alfred M. Okelberry, 115 E. South Temple, 
Salt Lake City 11, Chairman. 

AMERICAN PsycHosomMatic Socrety, Netherland Hilton Hotel, Cincinnati, 
Mar. 29-30. Dr. Morton F. Reiser, 551 Madison Ave., New York, 
Secretary. 

American Rapium Society, Hollywood Beach Hotel, Hollywood, Fla., 
Mar. 27-29. Dr. Theodore R. Miller, 139 E. 36th St., New York 16, 
Secretary. 

Mip-Centrat STATE Little Rock, Ark., Mar. 
20-22. Dr. H. O. Mareh, 3244 E. Douglas St., Wichita 8, Kan., Sec- 
retary. 

SOUTHWESTERN SurGcicaAt Concress, Shamrock Hilton Hotel, Houston, 
Tex., Mar. 31-Apr. 2, Dr. C. M. O’Leary, 207 Plaza Court Bldg., Okla- 
homa City, Okla., Secretary. 

April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 Moulton Bldg., 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Bellevue-Stratford, Philadelphia, Apr. 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
AMERICAN ACADEMY OF PeEptaTrics, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave., 

Evanston, IIll., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B. 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 
Hosps., lowa City, la., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18. 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGIsTS, Hotel 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 1542 Tulane 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGIsTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN COLLEGE OF OssTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr, 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
3, Secretary. 

AMERICAN COLLEGE OF Puysic1ANns, Atlantic City, N. J., Apr. 28-May 2. 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN INDUSTRIAL HyGreNne Association, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysIoLoGcicaL Society, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eye St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN Society oF BroLtocicaL Cuemiusts, Philadelphia, Apr. 13-18. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLocy, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SocrETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutTics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF STERILITY, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssociaTION, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 
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AMERICAN UROLOGICAL AssocIaTION, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

ArrzoNA MEDICAL AssociaTION, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ASSOCIATION OF SURGEONS OF SOUTHERN RAILWay SysTEM, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 

707 Walnut St., Chattanooga, Tenn. 

CaiFoRNIA MEDICAL Association, Ambassador Hotel, Los Angeles, Apr 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Connecticut STaTE MepicaL Association, Stratford, Apr. 30-May | 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Sec- 
retary. 

EasTERN States HEALTH EpucAaTION CONFERENCE, New York Academy 
of Medicine, New York City, Apr. 24-25. Dr. lago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BroLocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee 
9650 Wisconsin Ave., Washington 14, D. C., Secretary. 

Georcia, MepicaL Assoc1aTiOon or, Macon, Apr. 27-30. Mr. Milton D 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary 

INDUSTRIAL MepicAL Association, Atlantic City, N. J., Apr. 23. Dr. H 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary 

Iowa State Mepicat Society, Hotel Savery, Des Moines, Apr. 20-25 
Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary. 

Joun A. AnpREw Society, Andrew Memorial Hospital, Tuske 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr... Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE oF, The 
Alcazar Hotei, Baltimore, Apr. 16-18. Dr. Everett S$. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

Missouri STATE MEpIcAL AssociaTIoN, Sheraton-Jefferson Hotel, St. Louis 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

NEBRASKA STATE MeEpicar AssociaT10N, Hotel Cornhusker, Lincoln, Apr 
28-May 1. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Paciric Society or NEUROLOGY AND PsycHIatTRY, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 
152d St., Seattle 66, Wash., Secretary 

Onto State Mepicat Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

SocreTty oF AMERICAN BacTERIOLOGISTS, Morrison Hotel, Chicago, Apr 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

Society oF Cuinicat SuncERy, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary 

Socrety OF NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

SOUTHWESTERN Society or NucLear Mepicine, Baker Hotel, Dallas, Tex., 
Apr. 12-13. For information address: Dr. Hugo F. Elmendorf Jr., 730 
Medical Arts Bldg., San Antonio 5, Tex. 

TENNESSEE STATE Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 

Texas Mepicat Association, Shamrock Hilton Hotel, Houston, Apr. 
19-23. Mr. C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Execu- 
tive Secretary. 

Unrrep States-Mexico Borper Pusiic HEALTH AssocIATION, Hermo- 
sillo, Sonora, Mexico, Apr. 8-11. Dr. Sydney B. Clark, U. S. Court 
House, Room 204, El Paso, Tex., Secretary. 


May 


AMERICAN FEDERATION FOR CLINICAL Researncu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William W. Stead, VA Hospital, Min- 
neapolis 17, Secretary. 

AMERICAN PepratTric Society, Hotel Traymore, Atlantic City, N. May 
8-9. Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., 
Secretary. 

AMERICAN PsYCHOANALYTIC AssOCIATION, San Francisco, May 9-11. Dr. 
Douglas D. Bond, University Hospitals, Cleveland 6, Secretary. 

AMERICAN SocieETY FOR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 5. Dr. S. J. Farber, 550, Ist Ave., New York 16, Secre 
tary. 

ARKANSAS Mepicar Society, Arlington Hotel, Hot Springs, May 4-6. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Fort Smith, Executive Secretary 
ASSOCIATION OF AMERICAN Puysic1ans, Haddon Hall, Atlantic City, N. J., 
May 6-7. Dr. Paul B. Beeson, Yale Univ. School of Med., New Haven 11, 

Conn., Secretary. 

District or CotumBia, Mepicar Society or THe, 1718 M St., N. W 
Washington, May 7. Mr. Theodore Wiprud, 1718 M St., N. W., Wash- 
ington 6, D. C., Secretary. 

Frornma Association, Hotel Americana, Miami Beach, May 
10-14. Mr. Ernest R. Gibson, Box 2411, Jacksonville, Executive Secretary 

Hawau Mepicau Association, Honolulu, May 1-3. Dr. Satoru Nishijima, 
510 S. Beretania St., Honolulu, Secretary. 

Kansas Mepicat Society, Allis Hotel, Wichita, May 5-9. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Louisiana STATE Mepicat Society, Washington-Youree Hotel, Shreve- 
port, May 5-7. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, 
Executive Secretary. 
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Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 


Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 


‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 


nervous tension and e 

anxiety” in all patients Milt OW n 
(80 cases), and enhanced 

recovery from acute cardiac & 


ssodes i DISCOVERED & INTRODUCED BY 
episodes In many Cases, se i) WALLACE LABORATORIES 


* Waldman, S. and Peiner, L.: Management of anxiety associated 
with heart disease. Am. Pract. & Digest Treat. 8:1075, July 1957. 


NEW BRUNSWICK, NEW JERSEY 
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MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information 
of readers of THe Journat. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


the skin and helps 
TELEVISION 


remove blackheads | Wednesday, March 19, 1958 

CBS-TV, 10 p.m., EST. “The Meanest Crime in the World.” 
The Armstrong Circle Theatre presents a documentary-type 
story of the operations of a cancer quack, Drawn from true ' 

Fostex contains a to life situations, it emphasizes the role played by the 

combination of sur- United States Food and Drug Administration in its attempt 


: to control this type of quackery. 
face active agents 


(Sebulytic*) which: MAGAZINES 
Completely emulsify ex- Reader's Digest, March, 1958 
cess oil so that it is “Why Strokes Occur,” by Irvine H. Page, M.D. 

. | There are several kinds of strokes, and none of them is to 
quickly washed off the | be brushed aside lightly, according to the author. But, he 
skin. says, the occurrence of these strokes does not necessarily 


mean the end of a man’s productive life. 
“What the Sex Manuals Don't Tell You,” by David R. Mace 
When young couples approaching marriage today ask 
| questions about physical intimacy, the questions, the author 
finds, often concern mechanical details of the sexual act. 
Penetrate and soften Behind these questions is a fear that only the right “tech- 
comedones, unblocking nique” can guarantee the physical success of the marriage 


relationship. He feels that this unfortunate attitude comes 


the pores and facilitat- primarily from persons having read too much on_ the 
ing removal of sebum subject in sex manuals which overemphasize the physical 
plugs. factors and fail to emphasize the emotional factors. 


“Part-Time Treatment Brings New Hope to the Mentally Hl,” 
by Albert Q. Maisel 
A small group of institutions are speeding recovery of the 
mentally ill in Great Britain, Canada, and the United 
States, according to this article. The patients work by day 
and check in at the hospital for the night. Frequently 
recovery comes more swiftly, at less cost, and with less 
stress and strain. 
“Life Before Birth,” by Herbert Thoms, M.D., and Bruce 
Bliven Jr. 
This article describes the miraculous process by which a 
speck of protoplasm grows into a new human being. 
“How to Get More Out of Life,” by Bonnie Pruden 
According to this article, a person is not too young, too 
old, too full of aches, too fat, too thin, too anything, to 
fects of micropulver- keeping Diagrams exercises for 
different family members are presente 
ized sulfur and salicylic <a ee? Better Homes and Gardens, March, 1958 
acid. bo : , “The Youngster Who Cries and Cries,” by Ann Usher 
“We expect children to cry sometimes, but constant, pro- 
longed crying makes us feel hopeless, frantic.” This article 
discusses some basic causes for crying and clues for han- 
dling the problem. 


peels the skin 

The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


Fostex is easy for your ° FOSTEX CREAM for Harper’s, March, 1958 
_ ‘ therapeutic washing of “The Dialogue of Freud and Jung,” by Gerald Sykes 
patients to use ° skin in the initial phase The author says that the most famous feud in the history 
Patients stop using soap on : of acne treatment, when of psychoanalysis may produce some unexpectedly useful 
. ° maximum degreasing — results. This depends, he says, on whether the partisans on 
affected skin areas. Instead - and peeling are de- both sides will ever admit that each of their great leaders 
they use Fostex for thera- : sired. was dealing with only one part of the human life. 
| True, March, 1958 
the am. “The Pill That Can Kill Sports,” by Neal Wilkinson 
€ Fostex lather is mas- ; eam dite dre ond a> Presented as a “shocking report,” the article alleges: “You 
saged into the skin for 5 : enitelly Pte of come- can go to jail for selling amphetamine to a truck driver or 
minutes—then rinse and dry. ° dones. | injecting it into a racehorse, yet this same drug is being 
handed out to high school and college athletes. 
. Saturday Evening Post, March 15, 1958 
Write for Samples “So You're All Tensed Up,” by Harry J. Johnson, M.D. 


The author discusses what can be done about the ailments 
WESTWOOD Phormaceuticals of overworked businessmen and offers suggestions on how 


Division of Foster-Milburn Co. Buffalo 13, New York to cope with life’s stresses. 
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Titles in the new series 


A NEW SERIES IN 


SEX EDUCATION 


® PARENTS’ PRIVILEGE 
for parents of young children 

of pre-school and early 
school age 


© A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 

for boys and girls of 
eépproximately junior high 
school age 


® LEARNING ABOUT LOVE 
for young people 

of both sexes (about 16 to ‘ 
20 years of age) sr," 


® FACTS AREN'T ENOUGH 
for adults who have any 
responsibility for children 

or youth thet may create 

a need for an understanding 

of sex education 
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LIST OF STATE MEDICAL ASSOCIATIONS 


J.A.M.A., March 15, 1958 


Louisiana State Medical Society..... |H. Ashton Thomas, New Orleans 12/C. 


Massachusetts Medical Society....... 
Michigan State Medical Society....... 


....|Albert B. Kump, Bridgeton......... 
New Mexico Medical Society.......... |\Samuel R. Ziegler, Espanola........ Mr. R. 


New York, Med. Soc. of the State of|Thurman B. Givan, Brooklyn 
N. Carolina, Med. Soc. of the State of| *dward W. Schoenheit, Asheville. . 
North Dakota State Medical Assn....|R. W. Rodgers, Dickinson 
Ohio State Medical Association...... 


SOCIETY PRESIDENT EXECUTIVE OFFICER | ANNUAL MEETING 
Alabama, Med. Assn. of the State of|John A. Martin, Montgomery...... |D. L. Cannon, P.O. Box 1788, Montgomery 4........... Montgomery, Apr. 17-19 
Alaska Territorial Medical Assn...... Hugh B. Fate, Fairbanks........... |Robert B. Wilkins, 1121 Fourth Ave., Anchorage...... | Fairbanks, May 


Leslie B. Smith, 826 Security Bldg., 

; Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith...... 

Frank A. MacDonald, Sacramento 14, Mr. John Hunton, 450 Sutter St., San Francisco & 
M 


..|Creighton Barker, 160 St. Ronan St., New Haven...... Stratford, Apr. 30-May 1 
‘annon, 621 Delaware Ave., Wilmington. . 


Arizona Medical Association.......... Carlos C. Craig, Phoenix........... | 
Arkansas Medical Society............. T. Duel Brown, Little Rock......... /Mi 
California Medical Association....... 

Colorado State Medical Society...... }Clare C, Wiley, Longmont.......... Mr. H. 
Connecticut State Medical Society...|W. Bradford Walker, Cornwall. 

Delaware, Medical Society of......... |John B. Baker, Milford.......... oie an 
Distriet of Columbia, Med. Soc. of...) James W. Watts, Washington 6....|Mr. T 
Florida Medical Association.......... 


Idaho State Medical Association..... Hoyt B. Woolley, Idaho Falls...... |Mr. Armand L. Bird, 364 Sonna Bidg., Boise........... Sun Valley, July 6-9 
Illinois State Medical Society......... Lester S. Reavley, Sterling.......... Harold M. Camp, 224 S. Main St., Monmouth...... ..|Chieago, May 20-23 
Indiana State Medical Association...|M. C. Topping, Terre Haute........ | Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4 Indianapolis, Oct. 13-15 
lowa State Medical Society........... | Fred Sternagel, West Des Moines...|R. F. Birge, 529 36th St., Des Moines 12................|Des Moines, Apr. 20-23 
Isthmian Canal Zone, Med. Assn. of..| Charles O. Bruce, Balboa Heights..| Frank P. Smith, Box “E,”’ Balboa Heights.......... 

Kansas Medical Society............... |Barrett A. Nelson, Manhattan.....|Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka........ Kansas City, May 4-8 


Kentucky State Medical Association..|Edward B. Mersch, Covington..... |\Mr. J. P. Sanford, 1169 Eastern Pkwy., Louisville 17.. 
| Grenes Cole, 1430 Tulane Ave., New Orleans 12...... 


Missouri State Medical Association...|W. 8S. Sewell, Springfield... .. E. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3......|/St. Louis, Apr. 13-16 

Montana Medical Association........ John A. Layne, Great Falls. |Mr. L. R. Hegland, P.O. Box 1692, Billings............ Billings, Sept. 11-13 

Nebraska State Medical Association|R. Russell Best, Omaha............. Mr. M. C. Smith, 1315 Sharp Bldg., Lineoln &.......... Lincoln, Apr. 28-May 1 
.|Stanley L. Hardy, Las Vewas....... |Mr. Nelson B. Neff, P.O. Box 188, Reno................ Elko, Sept. 17-20 


|Mr. Hamilton S. Putnam, 18 School St., Concord. 
| Mr. Richard I 


Oklahoma State Medical Association|John F. Burton, Oklahoma City... Mr. R. H. Graham, P.O. Box 9696, Shartel Station, 

Oregon State Medical Society......... }Vern W. Miller, Salem............... Max H. Parrott, 1115 S.W. Taylor St., Portland...... | Portland, Sept. 3-5 
Pennsylvania, Med. Soc. of State of|John W. Shirer, Pittsburgh 13.....|Mr. Lester H. Perry, 230 State St., Harrisburg........ Philadelphia, Oet. 12-17 
Puerto Rico Medical Association..... }Guillermo Pico, Santurce 29......... |Mr. J. A Sanchez, Box 9111, Santurce.... 


Tennessee State Medical Association|J. Paul Baird, Dyersburg........... |Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5 Gatlinburg, Apr. 20-23 
Texas Medical Association............ Denton Kerr, Houston.............. |Mr. C. L. Williston, 1801 N. Lamar Blvd., Austin .| Houston, Apr. 19-23 
Utah State Medical Association...... Reed W. Farnsworth, Cedar City..|Mr. H. Bowman, 42 8. Fifth East St., Salt Lake City 2)Salt Lake City, Sept. 9-12 
Vermont State Medical Society...... i James P. Hammond, Bennington..|Mr. Getty Page, 128 Merchants Row, Rutland... Pike, N. H., Sept. 6-9 
Virginia, Medical Society of |H. C. Bates Jr., Arlington 3........ |Mr. R. IL. Howard, 1105 W. Franklin St., Richmond 20 
Washington State Medical Assn...... |Milo T. Harris, Spokane............ | Frederick A. Tucker, 1309 Seventh Ave., Seattle 1...... Spokane, Sept. 14-17 
West Virginia State Medical Assn....|Charles A. Hoffman, Huntington. . | Mr. Charles Lively, Box 1031, Charleston 24............ W. Sulphur Springs, 

Aug. 21-23 
Wisconsin, State Medical Society of..|H. E. Kasten, Beloit................ Mr. ©. H. Crownhart, P.O. 1109, Madison 1............ Milwaukee, May 6-8 
Wyoming State Medical Society...... H. B. Anderson, Casper............. Mr. Arthur Abbey, Box 2036, Cheyenne................. Moran, June 9-12 


ee Chandler, Apr. 30-May 3 
|Hot Springs, May 4-6 

Los Angeles, Apr. 27-30 

.| Colorado Springs, Sept. 25-28 


T. Sethman, 835 Republic Bldg., Denver 2. 


Wiprud, 1718 M St., N.W., Washington 6....... 


Honolulu, May 1-3 


Louisville, Sept. 23-25 
Shreveport, May 5-7 

Roekland, June 22-24 
.| Baltimore, Apr. 16-18 
Boston, May 20-22 


Jackson, May 13-15 


Pike, Sept. 7-9 
Atlantie City, May 17-21 


Nevin, 315 W. State St., Trenton 8..... 
R. Marshall, 221 W 


Cincinnati, Apr. 15-17 


Providence, May 13-14 
.|Myrtle Beach, May 13-15 
-| Huron, May 17-20 


Providence 6... 


The Cosmetic Answer 


More and more doctors are coming to realize that 


the problems of many of their patients can be answered 
by the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 


eral outlook on life. 


There are many periods in a woman’s life when an 


interest in improving her appearance goes a long way 


towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 


metic Consultant can be of help in all cases where a 


restoration of self-confidence is a factor. 


Luzier’s inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY 41, MISSOURI 


“He can't know very much about medicine. 
He didn’t even listen to me!!” 
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when you prescribe 


you treat with experience... 

experience gained from use in 
over 4,200,000 patients... 

experience recorded in 


over 1800 papers... 


occurs in less than 14% of 


-ases with Meticorten* 


*based on published reports on 
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AMBAR TABLETS AND EXTENTABS 


METHAMPHETAMINE ANO PHENOBARBITAL 


Weight Reduction: Obese patients may 
resist weight reduction because they 
fear losing the emotional security in- 
volved in overeating. AMBAR Extentabs 
or Tablets help them hold the diet line 
by giving them a more alert, brighter 
outlook. AMBAR adds incentive to weight 
reduction, gives the patient a better 
chance of holding off the disabling 
effects of continued overweight. 


Without Jitters:* Methamphetamine, a 
more potent CNS augmenter than 
amphetamine, but producing less 
cardiovascular effect, is combined in 
AMBAR with phenobarbital. The combi- 
nation subdues CNS effects just enough 
to protect the patient from overstimu- 
lation. Result: mood amelioration with 
no undesirable excitation — weight 
reduction without jitters. 


Ambar Extentabs: 10 to 12 hours of appetite 
suppression in one controlled-release, ex- 
tended-action tablet. 

Methamphetamine hydrochloride . 10.0 mg 
Phenobarbital (1 gr.) . 64.8 mg. 
Ambar Tablets for conventional dosage or 
intermittent therapy. 

Methamphetamine hydrochloride . 3.33 mg. 
Phenobarbital (% gr.) . 


A. H. ROBINS CO., INC. 
Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit Since 1878 
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experience counts 
with experience in over 4279 


recorded patients on Meticorten 


osteoporosis observed in 

only 0.16% of cases 
you have prescribed the benefits of 
experience when your patient 


is receiving 
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answer lo prematu 


The opossum, born “prematurely,” must spend 
weeks in its mother’s pouch to become fully viable. 


For the human infant, unlike the opossum, prema- 
turity is not normal. But when it threatens, even a 
few extra weeks in the uterus can make the differ- 
ence between survival and death. 

Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks in 
utero development. 


Complete literature is available upon request. 


brand of relaxin 
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Compact Voicewriter model VPC-1 is 
aiways ready to help you save time— 
as dictation machine or transcribing unit. 


Edison Voicewriter can show you how to stay ahead 
of records and reports for as little as 1728 a month 


Now’s the time to get ahead—and stay 
ahead—of the records and reports, case 
histories, x-ray findings, routine clerical 
jobs, and the thousand-and-one paper- 
work details that always need attention. 
And nothing can clear away paperwork 
as fast and accurately as an efficient 
Edison Voicewriter. 

Ready to go to work for pennies per 
day, a compact Voicewriter can go with 
you to record operative or post-operative 
summaries, lectures, consultations, or 
lab reports on the spot. On the road, or 
in the office, it’s ready at any time of the 
day or night to record notes while they're 
fresh in your mind—even when there’s 
no secretary on duty. 


For as little as $17.28 a month, you can 


begin immediately to step up paperwork 
efficiency with the Voicewriter model 
VPC-1. This versatile machine is both 
dictating instrument and _ transcribing 
unit. It records a permanent message on 
the famous Edison diamond disc, which 
may be used for easy, accurate trans- 
cription or filed for future reference. Try 
the Edison Voicewriter on the easy 
monthly pay plan, and see how much 
faster work gets done. 

For a free five-day trial, for details on 
the Voicewriter monthly pay plan, or for 
Voicewriter literature, write 

Edison Voicewriter Division 
Thomas A. Edison Industries 
West Orange, N. J. 


In Canada: 32 Front St. W., Toronto, Ont. 


For the busy hospital or clinic, 
Edison Televoice centralized dic- 
tation systems—using either your 
inter-office phones or Edison dic- 
tating phones—offer tremendous 
savings. Televoice can put dicta- 
tion service at the fingertips of 
all key personnel 24 hours a day. 
If your hospital has paperwork 
problems, why not suggest Tele- 
voice as the most practical, low- 
cost solution? 


Edison Voicewriter ¢ a product of Thomas A. Edison Industries 
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...when can I take 


my baby off formula? ‘% 


Most doctors feel it is wisest to con- 
tinue the infant’s evaporated milk 
formula for six months, adjusting it 
from time to time to meet his chang- 
ing needs. Evaporated milk process- 
ing makes it easier to digest than 
fresh milk. This is important, since 
digestive upsets and diarrheas are 
both more difficult to treat and poten- 
tially more serious during infancy. 


During baby’s important first six 


months, you can count on the known 
digestibility of his individual evapo- 
rated milk formula to give him basic 
growth protection. It is far wiser to 
give baby this protection than to try 
to turn him into an adult too early! 


arnation 


@ination 
““FROM CONTENTED COWS” 
Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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another result of experience -- 
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For effective initial digitalization and 
easy maintenance Gitaligin has proved to 
be a “digitalis of choice” for these 

notable reasons— 


Significant Wide Margin of Safety'5— 


The average therapeutic dose of Gitaligin is 


only % the toxic dose, thus providing 


a wide margin of safety. 


GITALIGIN 


For Controlled rate of excretion between rapidly excreted 
Cardiac Therapy digoxin and slowly excreted leaf or digitoxin. 


Complete Absorption— 


rapid and complete from gastrointestinal tract. 


Unitorm Potency— 


constant from batch to batch. 


Give all your patients with cardiac 


decompensation the benefits of a 


“‘wide safety margin”’ cardiotonic— 


(White's brand of amorphous gitalin) 
FOR WELL-TOLERATED, SMOOTH, CONTROLLED CARDIAC THERAPY 


Supplied: 
Gitaligin 0.5 mg. tablets—bottles of 30 and 100. 

Gitaligin Injection Ampuls—2.5 mg. in 5 cc. sterile, |.V. 
solution. 

Gitaligin Drops with special calibrated dropper. 


Simple dosage equivalents: 
It is easy to switch patients who are being maintained on 


other digitalis preparations to Gitaligin by substituting the 
equivalent daily maintenance. dose of Gitaligin listed below. 


Kenilworth, NJ. 


0.5 mg. (1 tablet) of Gitaligin is approximately equivalent to 
0.1 Gm. (1% gr.) digitalis leaf, 0.5 mg. digoxin or 0.1 mg. 
digitoxin. 


1. Harris, R., and Del Giacco, R. R.: Am. Heart J. 52:300 (Aug.) 1956. 
2. Weiss, A., and Steigmann, F.: Am. J. M. Sc. 227:188 (Feb.) 1954. 
3. Dimitroff, S. P.; Griffith, G. C.; Thorner, M. C., and Walker, d.: 
Ann, Int. Med. 39:1189 (Dec.) 1953. 4. Hejtmancik, M. R., and Herr- 
mann, G. R.: Texas J. M, 51:238 (May) 1955. 5. Batterman, R. C.; 
DeGraff, A. C., and Rose, O. A.: Circulation 5:201 (Feb.) 1952. 
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it takes years of experience to know 


what a steroid ing 


certain so-called minor side effects 
reported with recently available 
steroids after relatively little 
experience - - have not been 
eported with Meticorten in 


over 3 years 


predictable results from experience 


lightheadedness, headaches, tiredness, 


sleepiness, weakness, anorexia, leg cramps 
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A NEW, MODIFIED CORTICOSTEROID MOLECULE WITH ANTI ALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
ARTHRITIC DISORDERS DERMATOSES 


Squibb Triamcinolone 


_ plicated by cardiac diseases; 
"without salt and water retention 


low salt diet 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles of 30 and 100. 


/ be of value when other 
glucocorticoids have failed 


Squibb Quality—the Priceless Ingredient 


*RENACORT’ IS A SQUIBB TRADEMARK 


‘ 

{ 

Soy 

CFP 

ees 

. 

and on a lower daily 

SQUIBB 


Too 


lizers, 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.’’* 


. . . ATARAX is well tolerated 


Yet even in the aged, ATARAX has given “no evidence of toxicity. . . . Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.”* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.”* Similarly, no parkinsonian effects have been ob- 
served On ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 

b ATARAX “. . . does not impair psychic function and has a minimum of side effects. 
... It appears that ATARAX is a [well-tolerated] drug. . . .”* 


These, undoubtedly, are the results you want when emotional problems beset your 
. geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
& or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


in any (BRAND OF HYDROXYZINE) 
hyperemotive 


state Dee LYE? 


for childhood behavior disorders 
. 10 mg. tablets—3-6 years, one tab- Medical Director 
let t.i.d.; over 6 years, two tablets 
tid. Syrup—3-6 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. New York 17, New York 
Syrup—one tbsp. q.i.d. Division, Chas. Pfizer & Co., Inc. 
for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for aduit psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervais. 
Dosage for children under 12 not 
established. 


Supplied: Tablets, botties of 100. Syrup, 
pint botties. Parenteral Solution, 10 cc. 
multipie-dose vials. 


H. L.; Payne, 
I Tranqui | 
*Documentation on request ® 
ATARAX ATARAX 


All with fresh-pressed 


apple juice! 


5 NEW Heinz Infant Juices 


These mild flavored juices 
supply a wide flavor spectrum 
of dependable hypo-allergenic 


sources of vitamin C. 


@ The new Juices are enriched with vitamin C, 

containing 40 milligrams per 100 ce (3% oz.) 

when packed. This is the same amount of 

ascorbic acid found in Heinz Strained Orange 

Juice; it is also the standard recommended by 

the A.M.A. Council on Foods and Nutrition 
e APPLE for strained orange juice for babies. 


e The new Apple-base Juices are hypo- 
e APPLE-GRAPE allergenic—thus ideal when citrus juices are 


T contraindicated. They are mild in flavor and 
¢ APPLE-PRUNE easily digested—specially processed to permit 
e APPLE with easy flow through a nursing nipple—and 

PINEAPPLE pasteurized, ready to serve. 
e And, of course, they are made to our 89- 
e APPLE with year quality tradition; you can always recom- 
APRICOT mend them with full confidence. 


Heinz Baby Foods 


Their preparation is our most important trust 


Over 100 
Better-Tasting 


H. J. HEINZ COMPANY 
Pittsburgh, Pennsylvania 


% 
‘ 
F 
| 
a 
4, = - 
: 


SMITH KLINE & FRENCH LABORATORIES «+ PHILADELPHIA | 


ESTABLISHED 1841 


A preferred form of iron therapy 
in the nation's hospitals 


and why 


Dear Doctor: 


Over the years, more Feosol" (exsiccated ferrous 
sulfate) has been used in American hospitals 
than any other iron preparation. 


This is why: (1) Ferrous sulfate is a most 
effective form of iron. (2) 'Feosol' is a superior 
presentation of ferrous sulfate. (3) 'Feosol', and 
'Feosol' alone, is all that is required to correct 
Simple iron deficiencies. (4) The cost of 'Feosol' 
therapy is very low. 


Try 'Feosol' in your private practice as well 
as in the hospital. You will find that it produces 
a satisfactory reticulocyte response in one week, 
and a rise in hemoglobin which often averages more 
than 1% a day. 


Very sincerely, 


fuants ldoye, 


President 
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new LINODOXINE* 


LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HC! 
Supplies linoleic acid—essential unsaturated fatty acid—to increase the proportion 
of unsaturated fat in the diet; and pyridoxine, considered to be essential for the 
utilization of linoleic acid in the body. 


Significant reduction of elevated blood cholesterol has been demonstrated in pa- 
tients with diagnosed coronary disease and in those who are clinically well but may 
be predisposed to coronary disease.' 


LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) — 
for long-term maintenance. 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit 
American Medical Association Meeting, New York. June 3-5, 1957. 
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can be useful in the 
management of elevated blood cholesterol 


especially in: 


patients whose 
personal or 
familial history 
suggests a 
tendency to 

hypercholesterolemia 
orcoronary 

heart disease 


patients with 
elevated tlood 
pressure 
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patients of 
both sexes 
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the _ vides sustained relaxation of skeletal muscle spasm, 


“care of 
the man 
rather than 
merely his 
stomach”® 
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two-level control of gastrointestinal dysfunction 


at the central level 

The tranquilizer Miltown® reduces anxiety and tension,?:*-®# 
Unlike the barbiturates, it does not impair mental or 
physical efficiency.*:‘ 


at the peripheral level 
The anticholinergic tridihexethy] iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.* 


indications: peptic ulcer, spastic and irritable colon, esophageal 


spasm, G. I. symptoms of anxiety states 


each Milpath tablet contains: 
Miltown® (meprobamate WALLACE) 400 mg. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Tridihexethy] iodide 25 mg. 
(3-diethylamino-1-cyclohexyl-1-phenyl-1-propanol-ethiodide) 


dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 
available: bottles of 50 scored tablets. 
references: 


1. Alt l, A. and Billow, B.: » clinical use of meprobamate (Miltown®). 

New York J. Med. 5? ly 1 2. Atwater, J. S.: The use of anticholinergic 
agents in pept ileer the ‘ 12 ct. 1956. 8. Borrus, J. C.: 
Study of effect of Milt (2-met pyl-1.3-propanediol dicarbamate) on 
psychiatric states. J. A. M. A. 1 1596, April , 1955. 4. Cayer, D.: Prolonged 
anticholinergic therapy of d ‘ er. Am. J. Digest. Dis. 1:301, July 1956. 

5. Marquis, D. G., Kelly, E. L., M . J. G., Gerard, R. W. and Rapoport, A,: 
Experimental studies of behavioral effects of mey bamate on normal subjects. Ann. 
New York Acad. Sc. 67:701, May 9, 1957. 6. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of emotional disor< 

7:1573, Oct. 1956. 7. Selling, L. S.: A clinical study of Miltown®, a new tranquilizing 
agent. J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, S. agd Wolff, H. G.: 
Human Gastric Function, Oxford University Press, New York, 1947. 


WALLACE LABORATORIES 
New Brunswick, N. J. 


NOW anew 
SAFETY 


Plough, Inc. is pleased to announce —_— We believe that physicians. as well as 
a new safety cap for St. Joseph Aspirin mothers, will find this new safety cap 
For Children. This new safety cap on St. Joseph Aspirin For Children 
is the result of several years of highly acceptable in every way. 

developing and testing a closure that 
combines practicality in use while 
affording maximum protection against 
children opening the bottle. Tested by 
a national consumer panel it was 


conclusively proved that the new cap 


against either accidental or purposeful 


opening by children. 


afforded a high degree of protection ‘ 


A 


PALATABLE k 
ASPIRIN 
TABLET 

OF ST.Jos 
ASPIRIN 
UNIQUE FOR CHILDREN 


EXCELLENCE 
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NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


nonhormonal anti-inflammatory anti-arthritic 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne- 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 
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not an amphetamine, but an oxazine 


specifically for weight reduction 


PRELUDIN 


(brand of phenmetrazine hydrochloride) 


suppressant having minimal C.N.S. ane activity. 


reduces the problems of reducing —PRELUDIN produces 
undesirable side actions such as insomnia or “jitteriness i: 
_ istered where other appetite suppressants are rejected. 


facilitates the treatment of complicated obesity PRELUDIN' may 
hypertension, chronic cardiac disease or diabetes.’ * 
ore R. H.: A Program of Therapeutic Supports in Obesity, Scientitic Exhibit, 106th 
dune. 3-7, 1957, (2) Natenshon, A L.: Am. Pract. & Digest Treat. 7:1456, 1956. (3).Gelvin, E. P 
Dis. 1956. (4) Holt, 4.0.8, Dallas J. 42:497 
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now...at your disposal a new line of B-D products 


disposable equipment 


To meet a growing demand for economical, safe disposables, B-D 


is introducing its line of VA products. This equipment— 


designed for one-time-use—affords many distinct advantages. 


true disposability yY products are limited to 


one-time-use...added safety « greater convenience 


products are ready for immediate use e 


assured economy ,4’/ products are reasonably 


priced...costly, time-consuming handling is 


eliminateds+ superior quality products offer 
guaranteed performance...complete depend- 


ability is conferred by the rigid standards of B-D 


Control. *B-D ana \ i trademarks of Becton, Dickinson and Company 


BECTON, DICKINSON AND COMPANY «+ RUTHERFORD, NEW JERSEY B-D 
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a new era 


in sulfa therapy 


ONLY ONE TABLET A DAY 


SULFAMETHOXYPYRIDAZINE (3-SULFANILAMIDO-6-METHOXYPYRIDAZINE) LEDE RLE 


New authoritative studies prove that KyNEXxX dosage can be reduced even 
further than that recommended earlier.’ Now, clinical evidence has established 
that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KyNex stands alone in sulfa per- 
formance — 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual 
patient for maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 

* Effective Antibacterial Range—exceptional effectiveness in urinary tract 
infections 

* Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum 
convenience and acceptance to patients 

NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoon- 
fuls of syrup) the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls ot 
syrup) every day thereafter, or | Gm. every other day for mild to moderate 
infections. In severe infections where prompt, high blood levels are indicated, 
the initial dose should be 2 Gm. followed by 0.5 Gm. every 24 hours. Dosage 
in children, according to weight; i.e., a 40 Ib. child should receive 4 of the 
adult dosage. It is recommended that these dosages not be exceeded. 
taB.ets: Each tablet contains 0.5 Gm. (7! grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. 
of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


1. Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK => 
“Reg. U. S. Pat. Off. 
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now provide even greater protection 
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delicious, apple-flavored 


her ABD : 


WITH VITAMIN B,, 


DROPS 


comprehensive multivitamin formula 


she knows (her mommy told her) 


that these important vitamins 


protect her and help her to grow 


strong and healthy 


»stable...needs no refrigeration 


ehypoallergenic 
» easy to give in foods or fluids, 


or directly on the tongue 


Each 0.6 cc. of ABDEC DROPS 
now supplies 


Vitamin D 
Vitamin C (ascorbic acid) 50mg 


Vitamin B, 
(thiamine hydrochloride) 1 mg. 
Vitamin B, 
(G) (riboflavin) ..... 1.2 mg. 
Vitamin B, 


(pyridoxine hydrochloride) 1 mg. 
Pantothenic acid 


(as the sodium salt) ... 5mg. 
Nicotinamide ....... 10 mg 
VitaminB,, ......-. 2 mcg. 


In bottles of 15 and 50 cc. 
with calibrated plastic droppers. 
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PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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therapeutic versatility, case after case... 


this One drug helps you 
shield your patients 
from many types 


of situational stress 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 


Psychic- Antiemetic 
Sedative Antihistaminic 


EQUANIL® 
Meprobamate, Wyeth 


PHENERGAN HCl 
Promethazine HCl, Wyeth 


SPARINE® HCI 
Promazine HCl, Wyeth 


INJECTION 


TABLETS 
SYRUP 


SUPPOSITORIES 


Potentiator of Narcotics, 
Anaigesics, and Sedatives 


A Wyeth normotropic drug for 
nearly every patient under stress 
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In Obstetrical or Pre- and Post- 
operative Sedation: 


PHENERGAN brings quiescence 
to the patient. Psychic seda- 
tive action dispels her appre- 
hension and induces light sleep. 
Antiemetic action both curbs 
and controls her nausea and 


vomiting. Potentiating action 
permits reducing her dosage 
of analgesics and sedatives. 


In Allergic Reactions: 


PHENERGAN alleviates this po- 
tient's symptoms by its potent, 
prolonged antihistaminic 
action. It is effective in all 
allergic conditions responding 
to antihistamines —including 
this patient's allergic derma- 
tosis. Other indications: hay 
fever, drug sensitivities, 
urticaria. 


Comprehensive literature 
supplied on request 


In Nausea and Vomiting: 


This pregnant patient's nausea 
and vomiting are past. She 
benefits from the pronounced 
antiemetic action of PHENER- 
GAN. PHENERGAN acts both 
prophylactically and thera- 
peutically, and is indicated 
especially in nausea and vom- 
iting associated with surgery, 
pregnancy, motion sickness, or 
of reflex origin. 


® 
Philadelphia 1, Pa. 
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(ETHCHLORVYNOL: ABBOTT) 


If you desire a new location or position... 


If you need an assistant or associate, partner or successor... 
If you want to buy or sell a practice, apparatus, instruments or books. . . 


The JOURNAL makes available to you ing isn’t listed, take the initiative; an ad of 
through its classified columns a_ preselected your own will quite probably reach someone 


ADVERTISEMENTS group of those throughout the United States waiting for the exact thing you have to offer 
who would be interested in your offer. The 


JOURNAL'S classified columns are being The cost is as low as 4.3c per thousand 


used regularly for all of the purposes cited subscribers who are active in the medical 
n . . above and with an outstanding record of profession. Detailed intormation concerning 


results! personal and commercial rates is on page 76 
Qk X% Wee woMUS / If yours is an ethical proposition for medi- 
. cal men these columns are published for you JOURNAL of the AMERICAN MEDICAL ASSN. 


Check this week’s ads. If what you're seek- 535 North Dearborn Street Chicago 10 


Speed in Sedimentation 


For busy laboratories and clinics where efficiency counts, there is 
no better choice than this Gomco No. 386 Electric Centrifuge. 
It is fast and thorough —holds six 15 ml. tubes at proper angle 
of 55°, carrying them in a 10” swing. /t ts smooth running and 
quiet — dynamically balanced. /t ts safe — revolving tubes are en- 
closed. Jt is accurately controlled —by handy speed switch on 
front. Jt is designed for trouble-free and stable operation; and is 
compact and attractive in appearance. ASK YOUR DEALER 
for the facts and a demonstration! 


No. 386 
ELECTRIC CENTRIFUGE GOMCO SURGICAL MANUFACTURING CORP. 820-M E. Ferry St., Buffalo Tl, N.Y. 
Patent No. 126851 
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hits the disease but spares the patient 


a 


Upjohn 


er The Upjohn Company 
Prademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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Unexploited Ocean Resources 


The ocean receives almost 71% of all of the solar energy 
reaching the earth’s surface. Most of this energy is utilized 
by minute plants, living in the upper 25 fathoms, in the 
manufacture of living substances. These algae are to be 
found in a host of forms and serve as the primary food 
source of the sea. It is estimated that this vegetable matter 
annually amounts to 4,000 tons per square mile. Feeding 
upon this vegetable matter, either directly or indirectly, are 
myriads of marine animals. The nutritional significance of 
this vegetable matter can be better appreciated when one 
realizes that, with the exception of insects, four fifths of all 
other animal life on this globe lives in or on the ocean. . . . 

What use has been made of these great and abundant 
natural resources? . . . Fishery products as a whole consti- 
tute less than 3% of the world’s food. . . . Probably less than 
1% of the known species of fish are currently being 
utilized as a source of food, fertilizer, pharmaceuticals, 
chemicals, or other products. . . . 

Much has been written about the nutritional value of 
plankton. Mere quantitative results in terms of protein 
content is not sufficient. Aside from such factors as palata- 
bility and acceptability is the very important item of toxicity 
of the organism. Several of the most violent chemical agents 
known to science are produced by marine planktonic or- 
ganisms, viz., Gonyaulax, Gymnodinium, Pyrodinium, etc. 
Moreover, more than 300 species of marine fish have been 
incriminated as toxic, and the bulk of these are shore fish. 
Some of these fish are toxic in one area, but valuable food 
fish in another—a situation that obviously presents some very 
real problems. . . . 

Certain seaweeds have been found to be good sources of 
thiamine, niacin, riboflavin, folic acid, alpha-tocopherol. 
vitamin A, ascorbic acid, and ergosterol, the precursor of 
vitamin D. The mineral ash content of some seaweed may 
be as high as 38.9%. The predominant minerals are sulfates, 
calcium oxide, magnesium oxide, phosphates, potassium, 
sodium, chlorine, iodine, and bromine. Phycocolloids are 
used extensively in the drug, food, and cosmetic industries 
because of their properties as gelling, emulsifying, thicken- 
ing, and suspending agents. . . . 

Alginates have been found to be useful as absorbable 
agents in surgery. . . . Extracts from some of the seaweeds 
have been shown to have definite antibiotic properties. 
Aqueous extracts from various species of red algae have 
been used experimentally as anticoagulants. 

During recent years a group of physiologists . . . have 
been evaluating antimitotic substances from marine animals 
and their possible uses in cancer chemotherapy. . . . / A toxic 
substance, holothurin, [has been found] in sea cucumbers, 
which, when applied in vitro to cells of mouse sarcoma 180, 
markedly reduces their growth potency. . . . A cardioinhibi- 
tor [has been demonstrated] in the ovaries of the puffer 


Sphoeroides maculatus. Anticoagulant and antimitotic 


substances also {are] present in this same species of 
puffer. . . . [A] wide array of diseases . . . have been treated 
with the tetrodotoxin, or puffer poison. . The drug has 
been used extensively for the relief of pain, muscular 
spasms, and as a palliative measure in the terminal stages 
of cancer. There is said to be a chemical substanc« 
present in the toadfish that may be of therapeutic value in 
diabetes. Stonefish and weever fish venoms are known to 
possess powerful hemolytic properties. In viewing the 
field of marine biotoxicology one is awed by the enormity of 
the potential, the existing ignorance, and [the] relative 
neglect toward the subject. In his never-ending quest 
for life-sustaining substances man must continue to look 
toward the sea.—B. W. Halstead, M.D., Unexploited Ocean 
Resources, Medical Arts and Sciences, Journal of the Colle 


of Medical Evangelists, Second quarter, 1957. 


The Plight of the Aging 


That the population of this country, as well as others, 
has shown a trend toward an increase in the 65-year-age 
group, has been known to statisticians, physicians, health 
officers and others for some time, but unfortunately very few 
communities are prepared to cope with the problems pre- 
sented. Indeed, very few families and communities can meet 
the needs of the aged without city, county, or state aid 
What is even worse, few communities have plans for the 
future yet we know that the aging population will continu: 
to increase. Why do I say the problem will increase, o1 
get worse? Because the reason for the increase in this age 
group is primarily due to advances in medicine and public 
health services which have caused people to live longer 
Therefore, the pattern of disease has shifted from acute to 
chronic, or from infectious to degenerative, from diseases of 
short duration to those of greater length. The size of fami- 
lies has decreased and as a consequence living arrange- 
ments have changed; caring for the ill has shifted from the 
home to the hospital, the nursing or convalescent home. 
Professional homes for the aged supply accommodations for 
“oldsters” whose children have no provision for them. The 
growth of sickness insurance and pension systems has 
changed the method of providing support for the aged and 
ill, so that the financial picture is more difficult to solve 
today than ever before. The problems of our senior citizens 
are many, but may be grouped into four categories: 1. medi- 
cal; 2. social; 3. economic; 4. administrative. Obviously each 
overlaps and interlocks with the other, and therefore an 
effort at solving the problem cannot be considered as an 
individual one or on a single basis. The program planned 
must encompass all four categories if it is to be successful 


since all items are equally important.—P. F. Lucchesi, M.D., 
The Plight of the Aging, Philadelphia Medicine, Dec. 20, 
1957. 
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PARAFLEX 


Chiorzoxazonet 


mexcelec 
: 


anew skeletal muscle relaxant 
for long-lasting relief 
with practical dosage 


RAFLEX 


ParaFLEX Chlorzoxazone is 5-chlorobenzoxazolinone, a completely new skeletal 


Chlorzoxazonet 


muscle relaxant. Acting on the spinal cord, PararLex selectively depresses the 
multisynaptic reflex arcs which maintain painful muscle spasm. In the treatment of 
arthritic, rheumatic or traumatic disorders in which spasm is present, PARAFLEX pro- 
vides the physician with an unsurpassed combination of specific, practical and clin 


cally important advantages. 


effective acllON Clinicians report: PararLex was found to be a most effective 
muscle relaxing drug.' Improvement was noted in advanced osteoarthritis involving 
the spine as measured by decrease in muscle spasm and lessening of pain.* Symp 
toms were at least partially alleviated in all patients treated.’ Therapy with Parnariex 
provided gratifying relief—no side effects were noted in this study.’ 


long-lasting relief An investigator reports on 148 cases: In most patients, the 


beneficial effects of PARAFLEX persisted for approximately six hours. 


practical dosage Dosage of PARAFLEX is usually only one or two tablets, three 
or four times a day. In experimental studies, PARAFLEX was from one and one-half to 


three times as potent as other commonly used muscle relaxants. 


side effects Yar In a comprehensive study, not one of 148 patients treated with 
ParaFLEx had to discontinue therapy because of side effects.' Side effects are un- 


common and seldom severe enough to require discontinuation of the drug. 
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Clinical results with PARAFLEX 


Investigator Disorder Number of Number of Comment 
Patients Treated Patients Benefited 


Wiesel? advanced osteoarthritis 12 10 less muscle spasm and pain 


Holley? wry neck, cervical spondylitis, 10 10 improvement, ranging from some 
and disc syndrome amelioration of symptoms to 
profound relief 


Settel* acute low back pain, acute 15 14 response excellent in nine, good 
traumatic myofascitis, or in five 
osteoarthritis 


Passarelli*® degenerative and rheumatoid 9 9 improvement, with less stiffness 
arthritis and freer motion 


Passarelli® varied arthritic, rheumatic, and 6 6 less stiffness, less pain 
traumatic disorders 


Totals: 


ge PARAPLEX is administered orally in the form of 250 mg. scored tablets. Relief may frequently 


be obtained on a dosage of one tablet (250 mg.) three or four times a day. Initial dosage for severe 


muscle spasm should be two tablets (500 mg.) three or four times a day. If adequate response is not 


obtained with this dose, it may be increased to three tablets (750 mg.) three or four times a day. As 


improvement occurs, dosage can usually be reduced. 


Brochure available on request. 


if plic d ‘lablets, scored, orange, bottles of 50. Each tablet contains PARAI LEX, 250 mg. 


rejerences 1) Smith, R. T., to be published. 2) Wiesel, L. L., Personal communication. 3) Holley, 


H. L., Personal communication. 4) Settel, E., Personal communication. 5) Peak, W. PB, and Smith, 


R. T., to be published. 6) Passarelli, E. W., Personal communication. 


*Trade-mark 


Patent Pending 


INC. PHILADELPHIA 82, PA. 
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“555 (98%) patients tolerated this 
ferrous sulfate-amino acid complex 
(FERRONORD) without complaint.” 


“Extraordinarily well tolerated” in 120 


obstetrical and gynecological patients.’ 


Well tolerated even in patients with 
peptic ulcer and gastritis.® 


e serum response in 3 hours 


 - clinical response in days 


e between-meal administration 
for better utilization 


FERRONORD Dosage: 
average adult dosage: Initially, 2 tablets twice a day; in severe cases, 2 tablets 
3 times daily. Maintenance, 1 to 2 tablets daily. 
children’s dosage: In proportion. 


FERRONORD Supplied: 
Bottles of 100 tablets. Each tablet supplies 40 mg. of ferrous iron. 


1. Frohman, I. P.; Pomeranze, J.; Rummel, W.; Kircher, R. F.; Clancy, J. B.; Dwyer, T. A.; Wagner, H.; 
O’Brien, T. E.; Curley, R. T.; Jorgensen, G.; Onorato, R. R.; Ira, F.; Lee, Jr., J. G.; Gorla, W. O.; White, 
R. N.; Gadek, R. J.; Remy, D.: Scientific Exhibit, 6th International Congress of Hematology, Boston, Mass., 
August, 1956. 

2. Wagner, H.: Landarzt 31:496, 1955. 

3. Jorgensen, G.: Arztl. Wehnschr. 10:82, 1955. 


*Pat. Pending. a-aminoacetic-ferrous sulfate complex, exsiccatec 
I € 
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Suppliers of fine chemicals to the pharmaceutical industry for more than a quarter of a century. 
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100 TESTS (APPROX.) N 


TES-TAPE 


(Urine Sugar Analysis Paper, Lilly) 
Protect from direct light, 
GZ excessive moisture, ond 
AX-28588-E DIRECTIONS—ON BACK 
tape breaks, cut here te open and 
+ ++ 


QUALITY / RESEARCH / INTEGRITY 


routine checks verify clinical accuracy 


Every lot of ‘Tes-Tape’ (Urine Sugar 
Analysis Paper, Lilly) is subjected to a 
panel of ten persons at the Lilly Research 
Laboratories who are unfamiliar with the 0.25 percent 90.3 percent 

use of “Tes-Tape.’ Each panel member 0.1 percent 95.6 percent 
examines twenty-five urine specimens 0 percent 100 percent 
containing different concentrations of 

glucose. When last computed, the aver- 

age accuracy of the observations at the _A total of 5,500 different specimens were as- 
designated levels was as follows: sayed, with an over-all accuracy of 98.6 percent. 


Glucose Concentration Accuracy 


Available at all pharmacies in plastic dispensers of approximately 100 tests. 


ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, U.S.A, 
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GLAUCOMA DETECTION IN AN OUTPATIENT DEPARTMENT 


Margaret E. Horsley, M.D., Philip M. Lewis, M.D. 


and 


Henry Packer, M.D., Memphis, Tenn. 


LAUCOMA is an important and common 
eve disease which has as its characteristic 
sign an increase of intraocular tension and 
may affect one or both eyes. It occurs 


G 


most commonly in individuals over 40 vears of age, 
and it is somewhat more common among women 


than men. This increased intraocular 
is produced by an interference with drainage 
of the aqueous fluid, the cause of which is un- 
certain; it gradually destroys the function of the 
retina and optic nerve by exerting an outward thrust 
on the optic nerve head at the point of its entrance 
to the eye. By the time anatomic changes in these 
structures have taken place, much useful vision has 
been lost at the sides of the visual fields and 
through enlargement of the blind spot. 

The three most common types of glaucoma found 
among adults are acute congestive, chronic simple, 
and secondary. In acute glaucoma, the symptoms 
of severe pain and cloudy vision produce so much 
discomfort that medical attention usually is sought 
promptly. Chronic simple glaucoma, which is far 
more prevalent than the acute type, is the most 
dangerous type, since there is a gradual painless loss 
of peripheral vision of which the person may be 
completely unaware. Glasses appear to need fre- 
quent changing, but new glasses do not relieve 
the patient’s occasional vague headaches and, at 


pressure 


From the departments of ophthalmology and preventive medicine, University of Tennessee College of Medicine, and the John Gaston Hospital 
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Routine tonometry led to the recognition 
of glaucoma in 49 out of 1,210 outpatients 
over 40 years of age tested in a glaucoma 
detection program of a teaching hospital. 
For the determination of ocular tension a 
local anesthetic must be instilled in each eye. 
The tonometer, with certain precautions to 
avoid transfer of infections, is placed direct- 
ly on each cornea. Additional data were fur- 
nished by a water provocative test, a tolazo- 
line test, conventional testing of the central 
and peripheral visual fields, and the new 
Harrington-Flocks test. The last-named test 
measures central visual fields and is adapted 
to mass screening because it eliminates diffi- 
culties about the central fixation point by 
using brief flashes of ultraviolet radiation to 
illuminate the test pattern. The detection of 
defects in the visual field was thus facilitated, 
but the differences observed between the 
glaucomatous and nonglaucomatous eyes 
were more striking in the water provocative 
and tolazoline tests and in disk examinations 
than in any of the methods of campimetry. 
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certain times, blurred or foggy vision. Secondary 
glaucoma, as the term implies, develops either as 
the result of other ocular disease or after injury. 

Early detection of glaucoma has long been rec- 
ognized as the most important measure for pre- 
venting loss of vision from this disease, because 
early treatment greatly increases the likelihood of 
controlling intraocular pressure. It is estimated 
that in the United States 42,000 men and women 
are blind from bilateral glaucoma and that an addi- 
tional 150.000 are blind in one eye. Thus, at pres- 
ent, one out of eight blind persons has lost sight 
from glaucoma. The annual incidence of blindness 
from this cause is estimated at 3,500 cases, and 
it is further estimated that one million persons over 
40 years of age in the United States have unrecog- 
nized glaucoma. Due to the increase in the span of 
life, glaucoma is becoming more common, and 
failure to recognize or diagnose this disorder in its 
early stages is particularly disastrous in a disease 
process where vision, once lost, cannot be restored. 
This is especially tragic because effective treatment, 
with normalization of intraocular pressure by medi- 
cal or surgical means, can preserve vision for the 
lifetime of the individual. It is for this reason that 
early detection is important, and this requires that 
tonometry be made a part of every general physi- 
cal examination in persons over 40 years of age, 
even in the absence of eye complaints. 


Criteria for Diagnosis 


One of the simplest methods of recognizing glau- 
coma in its early stages is the measurement of intra- 
ocular pressure with a tonometer. Physicians can be 
taught to use this instrument skillfully after brief 
instruction. Measurement of intraocular pressure 
requires less time and no greater aptitude than ob- 
taining the blood pressure. The routine determina- 
tion of intraocular pressure at regular intervals in 
all patients over the age of 40 would be a major 
step toward avoiding much of the blindness result- 
ing from glaucoma. 

The purpose of the study reported here has been 
to determine if routine tonometry of all patients 
over 40 years of age attending the various clinics 
of the John Gaston Hospital outpatient department 
would permit an early diagnosis of glaucoma to be 
made in a significant number of patients before 
they are aware of any visual loss. During the same 
period (September, 1956, to February, 1957), all 
patients over 40 years of age admitted to the eye 
clinic of this hospital's outpatient department for 
any reason were similarly tested by medical stu- 
dents, all of whom had received instructions in this 
procedure. Their results were checked by the resi- 
dent staff. Approximately 80% of the patients at- 
tending these clinics are Negro. 

It was originally planned to include for compari- 
son a large group of healthy persons as a control 
group by determining ocular tensions in persons 
over 40 years of age applying to the outpatient de- 
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partment for an employment health card. This plan 
was discontinued, because only a small proportion 
of this group was found to be over 40 years of age 
and it was considered to be more productive to 
rotate testing personnel through the various out- 
patient clinics than to wait for health-card appli- 
cants to present themselves. However, results will 
be reported on persons admitted to the eye clinic 
for refraction only, who were subjected to the vari- 
ous tests under study, and also on those with ini- 
tially elevated ocular tensions whose subsequent 
tests for glaucoma were found to be negative but 
who were subjected to a complete evaluation before 
this negative status was evident. These constitute 
control groups for comparison purposes and will be 
subsequently referred to as “normal” and “non- 
glaucoma” groups respectively. 

The ocular tension determinations obtained in 
the various outpatient clinics were recorded by a 
nurse who had received special training in this pro- 
cedure. Any patient found to have an ocular tension 
of over 25 mm. Hg by the Schigtz tonometer ( based 
on the 1954 Schigtz-Friedenweld calibratior ) was 
referred to the eye clinic and rechecked there by 
the resident in ophthalmology. Ocular tensions were 
also routinely determined in all patients in the eye 
clinic by medical students. Inflamed eyes were 
checked by the resident before either the nurse 
or the medical students were allowed to measure 
the ocular tension to avoid undesirable trauma and 
to prevent the tonometers from being contaminated 
by an infectious conjunctivitis. All patients with 
ocular tensions of over 25 mm. Hg, but not high 
enough to indicate obvious glaucoma (i. e., 35 or 40 
mm. Hg), were scheduled for water provocative 
and tolazoline (Priscoline ) hydrochloride tests. Re- 
gardless of whether these latter tests were positive, 
the optic disks were examined and peripheral, cen- 
tral, and Harrington-Flocks field tests were per- 
formed on each person suspected of having glau- 
coma before the diagnosis was considered to be 
definitely positive or negative. 

In this study, the criteria for the diagnosis of 
glaucoma, in order of importance, thus included 
(1) a tension elevation of over 25 mm. Hg, or more 
than 4 mm. Hg difference in pressure between 
the two eyes, or a variation of 5 mm. Hg or more 
in the same eye during the day; (2) abnormalities 
in the water provocative and/or tolazoline tests; 
(3) the abnormal appearance of the disks on oph- 
thalmoscopic examination; and (4) a constriction 
of central and peripheral fields not accounted for 
by some other disease. 


Techniques of Testing 


Ocular Tension.—Before the determination of oc- 
ular tension, the patient is placed in the reclining 
position and two drops of 0.5% tetracaine ( Ponto- 
caine ) hydrochloride solution are instilled in each 
eye twice, about one minute apart. The patient is 
requested to look straight ahead, the tonometer is 
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placed directly on each cornea, and the reading is 
obtained for each eye. One drop of nitrofurazone 
(Furacin), a disinfectant eye drop with a wide 
bactericidal spectrum, is then placed in each eye. 
The tonometer foot plate is cleansed with an alco- 
hol sponge and dried with cotton before being 
placed on the next patient's eye. 

In testing and retesting approximately 1,200 pa- 
tients (2,400 eyes) from the various outpatient 
clinics, we discovered no allergic reactions to the 
tetracaine instilled to anesthetize the cornea and 
only 17 corneas were scratched by a tonometer to a 
sufficient degree to require treatment. All of these 
corneal abrasions were diagnosed by fluorescein 
stain as soon as the patient complained of ocular 
pain, which usually occurred before the end of the 
examination, and were treated with antiseptic drops 
and a dressing to prevent infection, Patients were 
cautioned not to rub the eyes for at least one hour 
after the examination to avoid trauma to the anes- 
thetized cornea. An allergic reaction to nitrofura- 
zone was observed in only one patient in our study. 
In such a large series of examinations performed by 
a nurse, this lack of serious ocular damage to any 
patient indicates that ocular tension determinations 
can safely be entrusted to trained medical person- 
nel. 

On each patient showing a tension elevation, an 
index card was filled out with his name, clinic 
number, address, age, sex, race, and any informa- 
tion which would aid in establishing a diagnosis 
for or against glaucoma. This was found to greatly 
simplify the accumulation of data for periodic re- 
ports and made the data much easier to compile 
for final analysis. 

Water Provocative Test.-When the water pro- 
vocative test is performed, the patient suspected of 
having glaucoma is required to have eaten or drunk 
nothing since midnight the night before the test. 
Ocular tension is recorded, and the patient is given 
a liter of water to drink as rapidly as possible, pref- 
erably in two to four minutes. Ocular tension is 
then recorded every 15 minutes for four times. The 
tension determination is repeated a fifth time if it 
was still elevated the fourth time, i. e., one hour 
after the initial tension measurement was obtained 
prior to the drinking of water. We considered an 
elevation of 6 mm. Hg in either eye after drinking 
water to be positive for the water provocative test. 

This test is based on the following principle. 
Many glaucomatous eyes, as compared to normal 
eyes, have a decrease in outflow facility. A normal 
eye can carry off a sudden increase in aqueous vol- 
ume, but a glaucomatous eye, due to decreased 
aqueous outflow, develops a temporary elevation 
in tension which has been provoked by the water 
drinking. This test is a deliberate effort to pre- 
cipitate a tension elevation, if decreased aqueous 
outflow is indeed present, in order to help establish 
the diagnosis. 
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Tolazoline Test.—The tolazoline test is carried 
out as follows. The patient is permitted to eat and 
drink before the test. A control tension determina- 
tion is done, after which 1 cc. of tolazoline (10 mg. 
in 1 cc. of water) is injected subconjunctivally in 
each eye. Ocular tension determinations are then 
done every 15 minutes for one hour. A rise in pres- 
sure of 9 mm. Hg in either eye Was considered in 
this study to be positive for this test. In the series 
of 334 eyes tested, no allergic reactions to tolazo- 
line were noted. The tolazoline test is based on the 
action of tolazoline as a dilator of blood vessels 
which brings more body fluids into the area where 
it is injected. Here again, the glaucomatous eye 
cannot carry off the extra fluid as well as the nor- 
mal eye. The water provocative test is a time-hon- 
ored test, whereas the tolazoline test is relatively 
new. 

Central and Peripheral Visual Fields.—Tests of 
central and peripheral visual fields were performed 
in the usual manner, with use of the tangent screen 
with hand targets. For a central and peripheral 
field examination to be satisfactory, the patient 
must be cooperative and have sufficient under- 
standing to maintain his gaze on the central fixation 
point. Also, his vision must be sufficiently adequate 
to see the target, which, for the diagnosis to be 
definitive, should be the smallest size that can be 
seen clearly. The hazard of relying entirely on field 
changes in diagnosing glaucoma lies in the fact that 
other eye conditions besides glaucoma may cause 
vision loss in the central and peripheral fields and 
that not every patient can understand the purpose 
and procedure of the test sufficiently to be cooper- 
ative. 

The Harrington-Flocks Screening Test.—A new 
procedure which offers promise of value as a meth- 
od of screening for glaucoma is the multiple-pat- 
tern method of visual field testing described by 
Harrington and Flocks.’ In this test, a series of 10 
cards with abstract patterns of lines, dots, and 
crosses is used. A black central fixation point is 
visible with ordinary light, but each pattern can be 
seen only when illuminated with a flash of ultra- 
violet light for one-fourth of a second. The dura- 
tion of the flash gives an adequate stimulus to ex- 
trafoveal vision but is too short to permit a shift 
of fixation. Errors in describing any card can be 
recorded on a composite control and field defects 
quickly noted. Because a technician can be trained 
to use this rapid test and no medication is needed, 
the method deserves further experimental use. It 
is a test of central fields only. 


Analysis of Data 


Results of the Detection Program.—Of 1,210 per- 
sons receiving the tonometer test at the outpatient 
clinics (excluding the eye clinic) over a period of 
six months, 313 (25.8%) were found to have ele- 
vated ocular tension. Of these it was possible to 
secure retests on 259 individuals, of whom 119 
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(9.8% of the number receiving the initial test) 
showed elevated tension on the second test. A 
diagnosis of newly discovered glaucoma was ulti- 
mately made, with use of the tests and criteria de- 
scribed above, in 49 patients (4% of the number 
originally tested). The diagnosis of borderline 
glaucoma was made in an additional 14 patients 
(1.1%). During the same period, 46 cases of glau- 
coma were diagnosed in individuals who came to 
the eye clinic. The latter group consisted for the 
most part of late cases with advanced visual loss, 
while most of the patients in the former group had 
no subjective visual loss when tested. Further com- 
parison of these two groups will be made later. 

Comparison of Tests in Four Groups.—The table 
shows a comparison of findings in relation to vari- 
ous eye-testing procedures employed in the follow- 
ing four groups: (1) patients with glaucoma dis- 
covered in the detection program; (2) patients with 
glaucoma diagnosed in the eye clinic to which they 
had come because of symptoms; (3) patients whose 
condition was classified as nonglaucoma but in 
whom elevation of ocular tension on the initial test 


Abnormal Findings with Various Tests in Four Groups 


New Glaucoma 
“~~ - Non 
OPD Eye Clinie glaucoma Normal 


Test No. No 

Water provocative 83 
Tolazoline 78 
Optie disk ... 
Field 

Central 

Peripheral ... 

Central 

(Harrington-Flocks?) 


and retest was shown; and (4) normal individuals, 
usually applying for refraction, whose initial ocular 
tension was within normal limits or whose tension 
was initially elevated but normal on retest. 

The data in this table represent findings in eyes 
examined, since abnormal findings were frequently 
found in one eye only. It will be noted that the 
percentages of eyes showing abnormality in the 
water provocative, tolazoline, and optic disk ex- 
aminations in the “new glaucoma” groups are 
significantly higher than the percentages in the 
“nonglaucoma” and “normal” categories. Within 
the new glaucoma category, the outpatient depart- 
ment and eye clinic groups did not differ signifi- 
cantly in the percentages of eyes found abnormal 
with these tests. For example, the percentage of 
glaucomatous eyes showing abnormal results with 
the water provocative test in the outpatient depart- 
ment and eye clinic were 59% and 61.1%, respec- 
tively, whereas in the nonglaucoma and normal 
groups these percentages were 14.7 and 17.8 re- 
spectively. These similarities follow throughout. 

A comparison of abnormalities in field of vision 
tests in the above four groups reveals less striking 
differences between the glaucoma and nonglau- 
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coma groups. For the newly discovered glaucom- 
atous eyes it will be noted that the most striking 
difference in percentage is seen in the test for cen- 
tral field vision (tangent screen). Fifty-seven per 
cent of the glaucomatous eyes in the outpatient 
department group and 86.6% of those in the eye 
clinic group showed abnormality in this test, a dif- 
ference which is statistically significant (p—0.05 ) 
and seems to indicate that loss of central vision is 
readily noted by the patient, once it occurs, and 
plays an important role in bringing him to the eye 
clinic, where diagnosis of glaucoma is subsequently 
made. The percentage of abnormal central fields 
(37.8%) was significantly lower in the normal 
group, but was surprisingly high (64.7%) in the 
nonglaucoma group. This probably reflects the fact 
that many of the patients in the latter group were 
suffering from nonglaucomatous eye conditions 
which affected the central field of vision, such as 
diabetic and hypertensive retinopathy, macular de- 
generation, chorioretinitis, and cataracts. This same 
factor probably accounts for the fact that percent- 
age of peripheral field abnormalities in the nonglau- 
coma group was not significantly lower than that 
found in the glaucoma group. However, the normal 
group showed a significantly lower percentage of 
abnormalities in the peripheral fields when com- 
pared to the glaucoma groups. Inability of patients 
to comprehend and to cooperate probably ac- 
counted for many of the abnormal results recorded 
in central and peripheral field tests in the normal 
group. Strictly speaking, the latter does not consist 
of normal individuals, since many members of this 
group had been selected for further study by virtue 
of the initial elevation of ocular tension. 

The percentage of eyes in which results of the 
Harrington-Flocks test were abnormal was higher 
(54.7%) in the eye clinic group than in the out- 
patient department group (41.8%). This difference 
is not statistically significant. The percentage of 
eyes showing abnormal results with the Harrington- 
Flocks test in the normal group was significantly 
lower than the percentage that was found in the 
groups with glaucoma. Since the Harrington-Flocks 
test measures central visual fields only, it is of in- 
terest that the percentage of normal eyes showing 
a positive test (20.2%) was significantly lower than 
the percentage (37.8%) of normal eyes which were 
classified abnormal when the standard tangent 
screen with hand targets was employed. A possible 
explanation for this difference in specificity is that 
less fatigue is associated with the Harrington-Flocks 
test than is the case with the tangent screen test. 
This fatigue may be responsible for abnormal read- 
ings in individuals actually possessing normal cen- 
tral fields of vision. This may be an important 
consideration in connection with the use of the Har- 
rington-Flocks test in mass screening for loss of 
central fields. The outpatient department group 
simulates best the types of individuals who would 


LY 
erat 
~ 
% No. % 
14.7 73 17.8 
1228 57 19.3 
3.7 
57.6 47 42.5 
x 
The 
at 


Vol. 166, No. 11 


be encountered in a mass screening program reach- 
ing those without manifest eye symptoms. It will 
be noted that in this group the sensitivity of the 
Harrington-Flocks test was 15.2% lower than that 
of the central visual field test with the tangent 
screen. This lower degree of sensitivity in glauco- 
matous eyes, however, may be more than compen- 
sated for by the increased specificity, referred to 
above, of the Harrington-Flocks test as observed 
in normal eves. This deserves further investigation, 
in view of the simplicity of this test. 


Summary 


A glaucoma detection program was instituted in 
the outpatient department of a teaching hospital. 
Routine tonometry of all persons over 40 years of 
age newly admitted to the outpatient department 
were performed during a six-month period. Of 
1,210 patients tested, 49 (4%) were ultimately 
found to have unrecognized glaucoma. Had all pa- 
tients initially tested returned for completion of the 
examination, the yield of newly discovered cases of 
glaucoma would have been even higher. 

During the same period of time, 46 cases of glau- 
coma were diagnosed in individuals who came to 
the eye clinic of the outpatient department. The 
proportion of this group manifesting abnormal 
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signs and symptoms was greater than that in per- 
sons with glaucoma found in the detection program, 
indicating that the former group represented pa- 
tients in a more advanced stage of the disease. 
Differences observed between the glaucomatous 
and nonglaucomatous eyes were most striking in 
the water provocative and tolazoline tests and in 
disk examinations and less notable in the central, 
peripheral, and Harrington-Flocks field of vision 
tests. The Harrington-Flocks visual screening test 
shows promise as an instrument for mass screening 
for defects in central visual field in view of its 
greater specificity and its reasonable sensitivity 
when compared to tangent screen tests which are 
more time consuming and fatigue producing. 


This study was supported in part by a grant-in-aid from 
the National Society for the Prevention of Blindness. 
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STUDY OF COLON BY USE OF HIGH-KILOVOLTAGE 
SPOT-COMPRESSION TECHNIQUE 


Steven J. Figiel, M.D., Leo S. Figiel, M.D. 


Desmond K. Rush, M.D., Detroit 


Cancer of the colon and rectum is currently 
responsible for approximately 17% of all deaths 
due to neoplasm in the United States. Despite 
marked advances in the surgical treatment of this 
lesion, a significant reduction in the number of 
deaths due to carcinoma of the colon and rectum 
can be achieved only through the early detection 
and treatment of the precancerous or early malig- 
nant lesions of the large intestine. 

The prevailing concept that polypoid lesions of 
the colon are potentially malignant necessitates the 
use of a simple, accurate, routine method for their 
detection, whether the patient is symptomatic or 

From the Division of Radiology, Grace Hospital. 

Read before the Section on Radiology at the 106th Annual Meeting 
of the American Medical Association, New York, June 5, 1957. 


There is a prevailing concept that polypoid 
lesions of the colon are potentially malignant. 
Most radiologists rely on the double-contrast 
enema for the detection of colonic polyps. 
The new, simple, and most accurate method 
devised combines the use of large-field spot- 
compression radiography with high kilo- 
voltage. The problem arising from this ap- 
proach is no longer one of detection but 
rather the management of these lesions. A 
more conservative attitude toward very small, 
readily observable polyps seems justified. 


and 
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asymptomatic. Until recently detection of colonic 
polyps beyond the reach of the endoscope was pos- 
sible only with highly specialized roentgenographic 
studies which were generally carried out only in 
highly selected patients. Most radiologists rely on 
the double-contrast enema for the detection of 
colonic polyps; however, they openly admit the 
inadequacies and difficulties of this method. 

We have evaluated ail known techniques and 
have decided that the simplest and most accurate 
method available combines the use of large-field 
spot-compression radiography with high kilovolt- 
age. This is complemented with routine high- 
kilovoltage enema films so that a detailed search 
for polyps is made on the routine examination of 
the colon in every patient. We have used _ this 
method routinely for 15 months and have been 
successful in detecting lesions as small as 2 mm. in 
size. In most of these cases other accepted tech- 
niques (high-kilovoltage studies, double-contrast 
studies, and postexpulsion roentgenograms ) were 
unsuccessful in the detection of these small lesions 
as well as occasional larger lesions. 


Evolution of Contrast Studies of Colon, with 
Particular Emphasis on Detection 
of Polypoid Lesions 


Almost immediately after Roentgen announced 
his discovery of the x-ray, numerous investigators 
attempted in various ways to delineate the internal 
structures in an effort to diagnose abnormalities of 
the internal organs. The original examination of the 
colon by x-ray entailed filling of the colon with 
opaque medium (bismuth or barium), thus per- 
mitting the examiner to observe or record the 
normal or abnormal silhouettes of the colon. Since 
this method of examination allowed only the detec- 
tion of gross pathological changes, it can readily be 
understood why numerous modifications have been 
introduced. It was not until the use of spot- 
compression roentgenography and the study of the 
mucosal pattern of the colon on the postexpulsion 
roentgenogram ' that an occasional, smaller intra- 
luminal polypoid lesion was detected. 

Compression techniques consist of the applica- 
tion of pressure over the barium-filled colon, 
manually or by means of cones of various sizes and 
shapes, in an effort to detect constant radiolucent 
defects within the lumen of the colon. We have 
utilized compression techniques with spot radiog- 
raphy at the time of fluoroscopy since 1951 in our 
routine examination of the colon in an effort to 
detect intraluminal polypoid lesions. We were 
successful on a great many occasions in detecting 
lesions 7 mm. in size and larger. As with the 
double-contrast technique, considerable experience 
and skill on the part of the examiner is required for 
sarrying out this study with any degree of success. 
With this approach, however, intraluminal lesions 
are sought for on the initial examination, and the 
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demonstration of disease states is usually much 
more convincing than with the double-contrast 
study. 

The double-contrast study was introduced by 
Fischer in 1923 and later modified by Weber, 
Moreton, and others.’ This provided a greatly im- 
proved technique for the detection of intraluminal 
lesions. Most radiologists are openly critical of this 
method because of various inherent deficiencies. 

In 1951 Gianturco® introduced the high-kilo- 
voltage study of the barium-filled colon. This pro- 
vided a simple, routine method for evaluation of 
the colon including the detection of a significant 
percentage of polypoid lesions on the initial, 
routine study. In his series of cases he reports an 
incidence of 2.37% polypoid lesions. 

Equipment enabling us to utilize high-kilovoltage 
techniques was installed at Grace Hospital, North- 
western Branch, in 1953. Wietersen’s studies * with 
this equipment confirmed Gianturco’s findings. 
However, with compression techniques, we were 
still occasionally detecting polyps which, in some 
instances, could not be detected accurately, if at 
all, on routine high-kilovoltage films or on double- 
contrast studies (fig. 1 and 2). 

At this time, since no individual method ap- 
peared completely foolproof, we decided to utilize 
a combined approach (spot-compression studies at 
the time of fluoroscopy, high-kilovoltage enema 
films, postexpulsion roentgenogram, barium 
air-contrast study ) in an effort to optimally evaluate 
those patients who were polyp suspects clinically or 
in whom polypoid lesions were detected or sus- 
pected on the premise of the initial barium exam- 
ination. 

A technique allowing us to utilize all of these 
methods was devised and applied during the years 
1953-1955. The purpose of this intensive combined 
approach was threefold: 1. It allowed us to be 
extremely exact and accurate in our evaluation of 
the colon, especially regarding the absence or pres- 
ence of polypoid lesions. 2. The over-all cost of the 
study to the patient was greatly reduced, since we 
were able in almost all instances to establish the 
presence of polyps in two sessions; obviously this 
also reduced greatly the discomforts of preparation 
which the patient had to undergo, as additional 
reexaminations were not necessary. 3. This ap- 
proach has allowed us to evaluate critically and 
compare all methods currently applied by the 
radiologist for the evaluation of the colon, especial- 
ly for polypoid lesions. 

Our conclusions in this regard are as follows: 

1. Accurate fluoroscopic control is of immeasur- 
able value for evaluation of lesions of the gastro- 
intestinal tract, especially when proper compres- 
sion techniques are applied, whether it be for the 
detection of polypoid lesions or for demonstration 
of mucosal abnormality such as ulceration. Persist- 
ent intraluminal defects or deformities visualized 
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under the fluoroscope and the image recorded on 
the spot roentgenograms produces in many in- 
stances incontrovertible evidence. Obviously there 
is a limit to this approach, even with the use of 
image intensification devices. Smaller lesions (less 


Fig. 1.—Roentgenogram of surgical specimen filled with 
barium in masonite phantom. Note defect is barely percep- 
tible when exposure is made utilizing 120 kv. 


than 7 mm. to 10 mm. in size) cannot ordinarily 
be seen under the fluoroscope except in unusual 
circumstances, and even larger lesions may be 
missed. The results will be proportionate to the 
skill and experience of the observer; however, 
basically, this technique is easily mastered. Let us 
stress once again the value of the compression ap- 
proach since by this method the constancy and 
frequency and the exact anatomic or pathological 
characteristics of the defect can be identified, oc- 
casionally even in the presence of considerable 
fecal accumulation throughout the intestine. 

2. The high-kilovoltage enema study is a simple, 
accurate, and an easily reproducible method for 
evaluation of the colon; however is not completely 
foolproof. In some instances in our experience the 
presence of fecal matter, areas of colonic spasm, 
technical errors (improper positioning of the pa- 
tient by the technician, thus missing a critical area, 
etc.) as well as insufficient penetration of the 
barium-filled ascending colon or larger, more re- 
dundant loops of colon have failed to identify 
either lesions already shown to exist by compression 
techniques or those suspected from study of the 
postexpulsion roentgenogram. Although Gianturco 
stresses the value of visualizing one barium-filled 
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loop through other overlapping loops, he does not 
stress the ineffectiveness of detecting smaller lesions 
in these loops. 

3. Our experiences have confirmed the generally 
accepted and prevailing opinion that the double- 
contrast study is inadequate as routine procedure 
for evaluation of the colon. Even if one is to selec- 
tively apply this method only to patients suspected 
of having polyps, many inadequacies still exist. This 
statement is premised not only on our personal 
experiences but, more importantly, on the experi- 
ences of innumerable radiologists with whom this 
problem has been discussed at various meetings 
where our material has been exhibited. We have 
proved time and time again that double-contrast 
studies have failed to reveal lesions conclusively 
localized by other methods. We would like to add 
that the proponents of the double-contrast study 
actually prefer to carry out this procedure only 
if the patient is a polyp suspect clinically (polyps 
at sigmoidoscopy or unexplained gastrointestinal 
bleeding), thus making little or no effort at detec- 
tion of these lesions in asymptomatic individuals 
who, nevertheless, may harbor such lesions. 

Let us repeat then—we have evaluated all known 
techniques in a series of approximately 100 proved 
cases of polypoid lesions of the colon. Lesions 
detected by compression techniques or on high- 
kilovoltage enema studies were not infrequently 
demonstrated in a very equivocal fashion on 
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Fig. 2.—Same area as in figure 1, exposure made with 
compression at 120 kv. 


double-contrast studies with the observer knowing 
exactly where to look for the lesion. At times, 
extremely high-quality double-contrast films did 
not localize the lesions at all, some of which were 
as large as 2.5 cm. in diameter. This, of course, 


( 
| 


1272 STUDY OF COLON—FIGIEL ET AL. 


does not include the large percentage of cases in 
which double-contrast studies were worthless for 
one reason or another. 

It was this dissatisfaction with the double- 
contrast enema, as well as our awareness of some 
of the deficiencies in the high-kilovoltage enema 
study, that led us to experiment with the effects 
of large-field compression spot films in the high- 
kilovoltage range. We felt that optimal detection, 
especially of very small lesions, would be enhanced 
by a combination of high-kilovoltage techniques 
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and spot-compression studies made during fluoro- 
scopy. Such equipment was installed at the Grace 
Hospital (Main) early in the year 1956. We have 
since, with our technique, frequently detected 
polyps that were not revealed on routine high- 
kilovoltage studies, on double-contrast studies, or 
on postexpulsion studies. This technique has proved 
so successful in our hands that we have completely 
abandoned the air-contrast technique at our hos- 
pital, since the air-contrast studies failed to add 
any further information. 


Fig. 3.—A, routine high-kilovoltage compression spot revealing the presence of three 8-mm. polyps in sigmoid colon in 
asymptomatic patient. B, routine high-kilovoltage compression spot revealing 7-mm. polyp in sigmoid colon. C, routine 
high-kilovoltage compression film of the splenic flexure demonstrating two unsuspected polypoid lesions not seen at fluoros- 
copy or on review of conventional high-kilovoltage roentgenograms. Pathological report stated adenocarcinoma. D, routine 
high-kilovoltage compression study of splenic flexure. Unsuspected small pedunculated polyp in patient with larger 1.5-cm. 


lesion in sigmoid (films of larger lesion not shown). 
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Whereas previously we had considered it a tri- 
umph to detect a colonic polyp, we were suddenly 
surprised to discover that lesions as small as 2 mm. 
in size were being detected, that multiple colonic 
polyps were a common finding, that polyps of 
the ascending colon were no longer a rarity, and 
that we actually had reason to believe we might 
approach the autopsy statistics from the standpoint 
of detection of such lesions (fig. 3). 
Technical Factors 

There are several technical factors pertinent to 
obtaining routine high-kilovoltage spot-compression 
roentgenograms. No method of examination can be 
reasonably effective for the detection of colonic 
polyps if the intestine is not well prepared. This 
is a fault common to all techniques, although poly- 
poid lesions can be detected with compression 
techniques in the presence of fecal matter or sus- 
pected on study of the postexpulsion roentgeno- 
grams. 

Our patients are prepared in the following man- 
ner if no contraindications are present clinically. 
1. Liquid nonresidue diet is given during the 24 
hours prior to the examination. 2. Castor oil, 1 to 
2 oz. (preferably 2 0z.), is given at 6 p. m. on the 
day before the examination. 3. Cleansing enemas 
are given on the evening and morning before the 
examination. 4. We preter that sigmoidoscopy not 
immediately precede our examination, since in- 
sufflation of air results in artifactitious defect in 
the barium-filled intestine which causes difficulty 
in the interpretation of roentgenograms. 

In order to ascertain the best type of opaque 
medium and its proper dilution, we obtained colons 
from cadavers at autopsy which we filled with all 
types of barium and in varying dilutions. These 
colons were then placed in the middle of a 25-cm. 
masonite phantom, and x-rays were taken utilizing 
120 kv. We unanimously agreed, after this experi- 
mentation and extensive clinical trial as well, on 
the utilization of regular barium in a dilution of 
16 oz. barium (two full 8-0z. water glasses) to 3 
qt. water. It is very important that the barium 
mixture remain in suspension throughout the study. 
Through extensive clinical trial we have expressed 
a preference for I-X barium meal. Other barium 
mixtures may fulfill the above requirement. This 
barium solution was sufficiently dense to be ob- 
served at the time of fluoroscopy and yet sufficiently 
penetrable to allow us to detect lesions as small 
as 2 mm. in size on analysis of the films. It is not 
necessary to use the more expensive micronized 
forms of barium. 

We utilize a round cone measuring 6.5 in. in 
diameter and 2.5 in. in depth and which is mounted 
on a sturdy fluoroscopic screen. Smaller cones 
were much less effective in the sigmoid area and 
of practically no value when compressing the 
splenic and hepatic flexures of the colon. This 
screen is manually pressed onto the abdomen, even 
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over the lower ribs, to flatten the colon after each 
segment has been optimally exposed and com- 
pletely filled with barium. We routinely expose all 
flexures and any abnormal appearing segment at 
the time of fluoroscopy. After fluoroscopy, roent- 
genograms of the abdomen in anteroposterior and 
both oblique projections are exposed, utilizing high 
kilovoltage (120 kv.), as well as a postexpulsion 
roentgenogram. 


Summary of Technical Data, Especially as 
Related to Equipment 


High-kilovoltage (125-kv.) equipment tubes are 
used above and under the fluoroscopic table. The 
filtration should be increased in both tubes to 4 
mm. Al. (This does not include inherent filtration. ) 
This, of course, results in the absorption of the 
softer undesirable components of the x-ray beam 
and results in decreasing the exposure of the pa- 
tient and radiologist to the x-ray. Lead equivalent 


Suggested Technical Data for Use in Fluoroscopy and 
High-Kilovoltage Spot-Compression Studies® 


Exposure Time Table-Top 
Thickness of Fluorosecopie for Spot-Films Exposure 
Patient, Cm Setting, Kv Sec Time, Sec 
15 &3 01 0.3 
16 be) 0.1 0.3 
17 0.1 0.3 
18 01 0.3 
19 0.2 
0.2 
2] 95 0.2 0.5 
22 95 0.2 0.5 
23 95 0.2 0.5 
24 101 0.3 0.6 
2 101 0.3 0.6 
0.3 0.7 
27 107 O4 0.7 
28 107 04 0.7 
29 107 0.5 0.8 
30 107 0.5 os 


Kilovoltage (120 kv.) and milliamperage (200 ma.) are constant for 
all radiographs exposed, whether spot-films or table-top exposures 


or filtration in the fluoroscopic glass screen is in- 
creased to safe levels (140 kv.). Lysholm Microline 
stationary grid is used on the fluoroscopic screen 
(this is a must). It is not necessary to use a com- 
plex moving arrangement whereby Bucky ex- 
posures are made. This results only in prolonging 
exposure times and does not improve the technique. 
Electrical locking devices on the fluoroscopic 
screen are invaluable, since in this manner one can 
completely eliminate any motion of the screen dur- 
ing fluoroscopic exposures. Technical data sug- 
gested for fluoroscopy and high-kilovoltage spot- 
compression studies are given in the table. 

We have thoroughly investigated radiation ex- 
posure to the radiologist, according to the speci- 
fications of the Tracerlab Film Survey. For an 
average of over 100 fluoroscopies (45 of which 
were done with use of barium enemas) per week, 
the film survey showed exposure levels completely 
within accepted minimal limits over the entire 


body. 
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In an effort to determine the amount of radiation 
exposure which the patient received during utiliza- 
tion of this technique, we carried out a series of 
measurements utilizing the Victoreen r-meter with 
a masonite phantom. Our results show that the 
patient receives 3 r per minute to the skin surface 
nearest the tube at the time of fluoroscopy. The 
average fluoroscopic time for a patient who has 
been given a routine barium enema is less than 
two minutes and in very many instances does not 
exceed one minute. The area of x-ray exposure 
at the time of fluoroscopy on spot filming is limited 
to the size of the cone, which measures 6.5 in. in 
diameter; hence no one’s skin area receives more 
than 1 r from fluoroscopy. 

At the time of fluoroscopy three or more high- 
kilovoltage spot films are usually made. For a pa- 
tient measuring 20 cm. in thickness across the 
abdomen there will be a 40-Ma.S. exposure per 
spot film. Utilizing 120 kv., this delivers 1 r to the 
skin in each area of exposure. Thus far the direct 
irradiation has been to skin on the patient's back. 
After fluoroscopy, anteroposterior and both oblique 
exposures of the abdomen are made utilizing 14- 
by-17-in. films and the overhead high-kilovoltage 
tube. With these exposures the patient receives 
2.5 r per exposure, which is delivered to the pa- 
tients anterior abdominal wall. 

Using the masonite phantom, we determined that 
at a depth of 5 cm. beneath the skin surface the 
amount of radiation was reduced by 50%. This 
represents a marked reduction in the amount of 
radiation as compared to that received by the 
patient who undergoes a barium enema followed 
by air-contrast studies. In such an examination a 
minimum of seven 14-by-17-in. exposures are made. 
Most proponents of the air-contrast technique feel 
that a minimum of 10 or more 14-by-17-in. ex- 
posures of the abdomen are necessary for perform- 
ing a satisfactory examination. Frequently with this 
method repeat studies are necessary. In addition 
a more prolonged fluoroscopic exposure is needed 
when air-contrast techniques are used. Thus it is 
seen that in addition to the obvious advantages of 
detection of a larger number of polypoid lesions, 
we also have the advantage of reducing signifi- 
cantly the amount of radiation which the patient 
receives during such diagnostic studies. 


Problems in Management Arising from Detection of 
Colonic Polyps in Older Asymptomatic Patients 


After the institution of high-kilovoltage spot- 
compression techniques, the detection of very small 
polyps, 2 mm. to 7 mm. in size, was no longer an 
occasional or rare finding, nor was the detection of 
multiple lesions uncommon. The treatment of these 
patients presented a serious problem to the sur- 
geon who was faced with the problem of localizing 
these lesions for conservative treatment (fulgura- 
tion or polypectomy) or resorting to more radical 
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measures (segmental resections, hemicolectomy, or 
complete colectomy with ileorectal anastomosis ). 

In our earliest experiences in which the surgeon 
could not locate a single small lesion, patients were 
not infrequently treated with segmental resection, 
and those with two or three small polyps in differ- 
ent segments of the colon were treated with hemi- 
colectomy or total colectomy. This verified the 
accuracy of our findings in all cases. Fortunately 
at this time studies carried out by Drs. Arminski 
and McLean °* of our staff, based on the analysis 
of 673 consecutive polyps, revealed that the inci- 
dence of malignancy in polyps 5 mm. or less in 
size was less than 0.2% and that the incidence of 
malignancy in polyps 1 cm. or less in size was less 
than 2%. 

On reviewing Hultborn’s® monograph dealing 
with cancer of the colon and rectum, and especially 
the section dealing with autopsy data relating the 
incidence of colonic polyps, correlation of incidence 
with age, and their neoplastic potential, we were 
impressed with two circumstances. First, in the 
older age group, 60 and over, at least 50% of 
people had one or more polyps at autopsy. Second, 
the cancer potential, always admittedly present, 
was actually very low, especially in the smaller 
lesions. A common misconception is that most 
polyps are found in the rectosigmoid area, whereas 
Hultborn’s data as well as a statistical analysis of 
autopsy cases by Drs. Arminski and McLean at 
our hospital shows an equal distribution of polyps 
throughout the colon. 

Since the incidence of malignancy in polypoid 
lesions varies from 0.2% to 50%, it is obvious that 
more clear-cut histopathological criteria must be 
established for the evaluation of these lesions, since 
with our method the frequency of detection of such 
lesions could parallel the autopsy findings, espe- 
cially as it relates to lesions 2 mm. in size and 
larger. According to multiple autopsy surveys, the 
incidence of polyps in patients over 60 years of 
age is 50%. Is every other patient to have his in- 
testine explored or partially removed? 

In view of these considerations we suggest that 
surgery is not necessarily indicated in the older 
asymptomatic patient with polyps 5 to 7 mm. in 
size or less, or even if multiple small polyps are 
present, especially if these small lesions are local- 
ized in different segments of the colon, thus com- 
plicating the problem of treatment. Forty per cent 
of the patients may have multiple lesions, and the 
cancer potential in any given polyp is the same. 
We have been able with this technique to demon- 
strate polyps and polypoid lesions with such clarity 
that size and shape can be accurately and _ re- 
peatedly recorded in most instances. We propose 
that it is a safe and simple procedure to observe 
these small lesions at periodic intervals for change 
in size. If growth occurs or symptoms (bleeding ) 
develop, removal] can be considered. 
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We are currently following a large number of 
such cases at six-month intervals, none of which. 
to date, have shown any change. Some of these 
cases have been followed as long as 18 months. 
We hope in this manner to acquire a more clear-cut 
understanding of the cancer potential of these le- 
sions and in this manner to establish more defini- 
tive concepts and criteria for their management 


Summary 


The current concept that polypoid lesions of the 
colon are potentially malignant necessitates the 
use of a simple, accurate, routine method for their 
detection whether the patient is symptomatic or 
asymptomatic. Most radiologists still rely on the 
double-contrast enema for the detection of such 
lesions; however, they openly admit the inade- 
quacy of this method, especially as a routine pro- 
cedure. 

We have evaluated all known techniques and 
have decided that the simplest and most accurate 
method available combines the use of large-field 
spot-compression roentgenograms in the high-kilo- 
voltage range with a highly filtrated beam. We 
have been successful in detecting lesions as small 
as 2 mm. in size by this method. In a majority of 
these cases other accepted techniques (high-kilo- 
voltage and double-contrast ) were unsuccessful in 
the detection of these small lesions as well as occa- 
sional larger lesions. 

The problem arising from this approach is no 
longer one of detection but rather the management 
of these lesions. It is also imperative that clear-cut 
histopathological criteria be established in order 
that there be some uniformity of opinion regarding 
the evaluation of such lesions. Future management 
of smaller asymptomatic lesions not accessible to 
treatment by endoscopy will be in great deal de- 
pendent upon the results of such an evaluation. 

It is our opinion currently that the smaller 
asymptomatic lesion beyond the reach of the sig- 
moidoscope in the older patient can be followed 
conservatively; we have followed many patients 
at six-month intervals, none of which have shown 
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LLERGIC REACTIONS TO DRUGS.—Allergic reactions to drugs may have 
consequences which are out of all proportion to the conditions for which 


any change. It is our intention to continue follow-up 
in such cases until a more definite understanding 
of the neoplastic potentiality is established. 

1160 John R St. (1) (Dr. S. J. Figiel). 
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many drugs are given. Because of this, every attempt should be made to 
eliminate needless administration of drugs and, when possible, to give them under 
conditions which appear to be least conducive to the development of allergy. Ac- 
cordingly, it will probably be in the best interest of the patient to prescribe the few- 
est number of drugs compatible with effective treatment, to give drugs orally when 
possible rather than by injection, to question the patient first as to the past occur- 
rence of untoward reactions to drugs and to avoid the topical administration of those 
drugs which are effective and safe when given by mouth or by injection. In those 
instances wherein there is the possibility that the patient may already be allergic, a 
short-acting, rather than a long-acting preparation should be given.—F. C. Lowell, 


M.D., Allergic Reactions to Drugs, The Practitioner, June, 1957. 
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GLAUCOMA IN MEDICAL PRACTICE 


DANGER OF USE OF SYSTEMIC ANTISPASMODIC DRUGS IN PATIENTS 
PREDISPOSED TO OR HAVING GLAUCOMA 


Mortimer Cholst, M.D., Seymour Goodstein, M.D., Conrad Berens, M.D., New York 


Alfonse Cinotti, M.D., Jersey City, N. J. 


Glaucoma is the name applied to a symptom 
complex of a progressive loss of the visual field due 
to an increase in the intraocular tension which may 
or may not be accompanied by pain. One type, 
chronic simple glaucoma, is one of the most im- 
portant causes of blindness among adults. The onset 
of this type is usually insidious with little ocular 
discomfort or pain and therefore ignored by the 
victim until irreparable damage to the eye and vision 
results, unless the diagnosis is made by a physician 
and early treatment instituted. 

In another type, acute glaucoma, there is an 
acute rise in intraocular tension accompanied by 
severe pain which cannot be ignored by the patient 
and which requires immediate lowering of ocular 
tension if blindness is to be prevented. The accepted 
cause for this sudden rise in ocular tension (in 
acute glaucoma) is a dilatation of the pupil, which 


B 


Fig. 1.—A, diagrammatic cross section of eye with normal 
depth of anterior chamber; B, dilatation of iris in eye with 
normal anterior chamber; C, cross section of eye with shal- 
low anterior chamber; and D, dilatation of eye with shallow 
anterior chamber causes folds in iris resulting in blockage of 
angle of filtration. 


occurs in eyes with shallow anterior chambers, 
crowding the iris into the anterior chamber angle 
and obstructing the outflow of fluid from the eye 
(fig. 1). If the dilatation is marked and persistent, 
the typical attack of acute glaucoma ensues in those 
eyes which are predisposed to glaucoma. Fre- 
quently, when the dilatation is only moderate, a 
slight increase in intraocular pressure may occur 
and then resolve. 

The dilatation of the pupil by atropine, scopola- 
mine (Hyoscine) hydrobromide, belladonna or 
belladonna-like drugs taken orally causes relatively 
little change in the intraocular tension in the nor- 
mal eye. However, in certain eyes with chronic glau- 
coma, or in eyes with a predisposition to glaucoma, 


From the Department of Research, New York Eye and Ear Infirmary, 
New York. 


Drugs given for their antispasmodic, sym- 
pathomimetic, or parasympatholytic effects 
in gastrointestinal disease and other systemic 
conditions generally have important inciden- 
tal effects upon the eye. Mydriasis and cyclo- 
plegia can raise the intraocular pressure and 
precipitate acute attacks of glaucoma in 
some cases. But this association of effects is 
not inevitable, and dicyclomine is an example 
of drugs that are effective as antispasmodics 
without exerting dangerous side-effects on 
the eye. This is illustrated in a study of pupil 
sizes and intraocular pressures in 53 subjects 
with normal intraocular pressures and 17 pa- 
tients with chronic simple glaucoma; the well- 
known cycloplegic effect and ability to in- 
crease intraocular pressure was demonstrated 
for atropine and related drugs, as was the 
absence of these dangerous effects when 
dicyclomine was given in antispasmodic doses 
to patients with chronic simple glaucoma. 
Physicians who prescribe atropine or similar 
drugs for the relief of gastrointestinal disease 
and Parkinsonism should be acutely aware of 
the disastrous effects these drugs may have 
on the eyes of patients who have glaucoma 
or are predisposed to it. They should also be 
aware of the existence of antispasmodics rela- 
tively free from these effects. 


certain systemic antispasmodic medicaments may 
produce a dangerous increase in the intraocular 
tension, which may result in an acute attack of 
glaucoma. 

Blurred vision is a common complaint of patients 
using sympathetic antispasmodic drugs. This is due 
to the paralyzing effect on the ciliary muscles and 
the consequent loss of accommodation. The sphinc- 
ter of the iris is likewise affected, thus causing a 
dilatation of the pupils. Occasionally the dosage of 
belladonna or its derivatives has been prescribed 
by the medical practitioner who utilizes this symp- 
tom of blurred vision as an indication of the point 
at which the drug will relieve muscle spasms of the 
gastrointestinal tract (i. e., “take this medicament 
until the vision is blurred”). Therefore, it should 
be clearly understood that an acute attack of glau- 
coma may be induced by the oral administration 


| 
and 
dy 
D 
Thay 
TAS 
4 
By 
4 
| 


Vol. 166, No. 11 


of these drugs in this way and that, in some in- 
stances, they may even nullify the effect of miotic 
drugs being instilled in glaucomatous eyes. 

At the glaucoma clinic of the New York Eye 
and Ear Infirmary, a number of patients with chron- 
ic glaucoma did not respond to treatment with 
miotics after varying periods of adequate control. 
All were found to be taking certain systemic anti- 
spasmodic drugs for various systemic conditions 
such as gastrointestinal disorders, duodenal and 
gastric ulcers, and Parkinsonism. The increased ten- 
sion was eventually controlled by the use of stand- 
ard miotics in these patients after the antispasmodic 
medication had been discontinued. 

A survey of the literature showed that Hufford ' 
treated two patients who were suffering from glau- 
coma and the irritable colon syndrome with dicyc- 
lomine (Bentyl) hydrochloride, given orally, with- 
out effecting an increase in the intraocular tension. 
Brown and Guilbert * reported a case history of a 
male who developed glaucoma after being treated 
for peptic ulcer with tincture of belladonna. Dicyc- 
lomine was substituted for the belladonna, and as 
a result the intraocular tension was normal through- 
out the one-month period of treatment with this 
drug. Dicyclomine is a synthetic agent with para- 
sympatholytic action on the gastrointestinal tract. 


Fig. 2.—Structure of dicyclomine (Bentyl) hydrochloride. 


Pharmacological studies * indicated that smooth 
muscle spasm could be relieved without side-effects, 
notably mydriasis. This was confirmed by com- 
parative studies with adiphenine (Trasentine) hy- 
drochloride and papaverine hydrochloride against 
the stimulation produced by acetylcholine which is 
‘s that produced by atropine, while the mydriatic 
action is only 1/400 that of atropine. 

In order to evaluate further the effect of the in- 
gestion of various antispasmodic drugs upon the 
pupil size, amplitude of accommodation, and ocu- 
lar tension, a study was instituted at the New York 
Eye and Ear Infirmary in patients with normal in- 
traocular tension and in patients with chronic 
simple glaucoma. A Schigtz tonometer was used to 
measure the intraocular pressure of the eyes of all 
the subjects participating in the study; the size of 
the pupil was measured with a pupillometer, and 
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the amplitude of accommodation was observed be- 
fore, during, and after the oral administration of 
(1) placebos, (2) belladonna and belladonna-like 
drugs, and (3) dicyclomine. The subjects were ob- 
served for a period of from one to six days, and the 
maximum findings in each case were recorded. 


lance 1.—Effects of Placebos on Ocular Function in Eight 
Patients with Normal Tension 
Changes in 
Ocular 
Tension 
Pupil Size, (Schi@tz) 
Patients, No Mm Mm. Hg 


1.0 0.0 


1.5 


There were no changes in accommodation 


The effects of placebos on the ocular function in 
eight patients with normal intraocular tension are 
shown in table 1. There was no change in the ac- 
commodation in any of the eight patients to whom 
placebo had been administered. In two eyes, there 
was no change in the pupil size, and in the third 
and fourth cases, the size difference was considered 
insignificant (+0.1 and +0.3). The pupillary size 
decreased 1 mm. in two eyes, 1.5 mm. in one, 
and 2 mm. in one. Intraocular tension remained un- 
changed in four eves (50%), increased 1 mm. 
Hg (Schigtz) in two, decreased 1 mm. Hg in one, 
and decreased 2 mm. Hg in one. 

The effects of belladonna and_belladonna-like 
drugs in the ocular functions in eight patients with 
normal ocular tension is shown in table 2. The use 


of these preparations resulted in no change in the 
accommodation of 50% of the eyes with normal 


TABLE 2.—Effects of Belladonna and Belladonna-like 
Drugs in Eight Patients with Normal Ocular Tension 


Changes in 

Length Ocular 

ot Accommodation Pupil Tension 

Therapy, (Near-Point Size, (Schigtz), 

Drug Dosage Days Convergence) Mm. Mm. He 
4 +0O.3 +9 
Antispasmodie 50 mg None +04 +3 
Moderate +] 


decrease 


Antispasmodic 0) mg Inerease 


Antispasmodic 5) ng 


Benethine Ome None 

Benethine None +01 

Belladonna 6 drops Slight decrease +0.6 

Belladonna 6 drops Moderate +0.3 
decrease 


Belladonna 6 drops ‘ None LO4 


Three times daily. 


ocular tension and a slight to moderate decrease 
(paresis) of accommodation in 50%. The slight in- 
crease in the pupil size of the eyes in these eight 
cases is relatively insignificant. In only one eye 
was the intraocular tension unchanged. An increase 
of 1 mm. Hg (Schigtz) was noted in two eyes, 
an increase of 2 mm. Hg in two, and an increase of 
3mm. Hg (Schi¢gtz) in three. 


q 
CH, 
CHo 
H.C CH. 
2 2 
CH 
c—c Cols 
H5C Gb— HC 
2 2 
4 \ 
c—c Cols, 
| 
nse 
No 
1 
3 
6 +3 
7 +3 
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The effects of various dosages of dicyclomine on 
the ocular function in 37 patients with normal ocu- 
lar tension is shown in table 3. Only 3 of the 37 
persons with normal ocular tension and who used 
dicyclomine had slight decreases in the accommo- 
dation. The slight increase in the size of the pupil 
TaBLe 3.—Effects of Dicyclomine Hydrochloride on 


Ocular Function in Thirty-Seven Patients with 
Normal Ocular Tension 


Changes in 


Dicyclomine Ocular 

Dosage, Doses, Size, (Schigtz), 

Patients, No Mg. No. Accommodation Mm. Mm. He 
Ddatebevepseunenewes 10 1 None 0.0 0 
10 1 Slight decrease 0.0 6 
10 1 None 0.0 -4 
Rensonesisdecesdoonges 10 1 None +0.3 0 
Rixcteddnlweereresar< 1 1 None 0.0 3 
Diwceetewensebeesanees 10 1 None +0.3 1 
Rivcceasdorsieenvizeos 10 1 None +0.5 3 
10 1 None 0.0 2 
1 None +0.1 0 
20 1 None 0.0 0 
2» 1 None +0.3 2 
1 None 0.0 2 
20 9* None 0.0 2 
20 None 0.0 0 
20 9* Slight decrease, +0.1 2 

2nd and 3rd days 
20 9° Slight decrease, +0.3 2 
3rd day 

30 1 None 0.0 0 
30 1 None 0.0 1 
30 1 None 0.0 —3 
30 1 None +0.1 —} 
30 1 None +0.5 2 
30 1 None +0.2 0 
30 1 None +04 0 


* One dose three times daily for three days. 


TaBLe 4.—Effect of Dicyclomine Hydrochloride on 
Ocular Function in Seventeen Patients with 
Chronic Simple Glaucoma 


Changes in* 


Dieyelo- Length Ocular 
mine of Pupil Tension 
Dosage, Therapy, Size, (Schigtz), 
Case No. Mg.+ Days Mim. Mm. He 

Ww 3 0.0 0 

10 t 0.0 0 

10 0.0 —4 

Ww 0.0 —2 

10 1 0.0 —3 

10 7 0.0 0 

10 7 0.0 —3 

10 4 0.0 +1 

10 2 0.0 +1 

10 6 0.0 0 

20 3 —0.2 0 

20 5 —0.1 0 

3 —0.2 0 

30 3 0.0 2 

30 4 —,2 0 

30 10 —0,2 +1 

40 6 +1 


x There were no changes in accommodation. 

+ Three times daily. 

t One dose only. 
in 12 eyes is insignificant. There was no change 
in the intraocular tension in 20 eyes, and in the 
remaining 17 there was a decrease in intraocular 
tension from 1 to 6 mm. Hg (Schi¢tz). 

The effects of varying doses of dicyclomine on 
the ocular function in 17 patients with chronic sim- 
ple glaucoma are shown in table 4. The oral admin- 
istration of varying doses of dicyclomine had no 


effect on the accommodation of 17 patients with 
chronic simple glaucoma. There was no change in 
pupillary size in 11 eyes, and the minor decrease 
in the size of the pupil in the six was insignificant. 
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Fig. 3.—Subjective symptom of patient with glaucoma. 
Multicolored partial or complete rings (halos) around bared 
light bulb. 


There was no change in ocular tension in eight 
eyes, a decrease from 3 to 4 mm. Hg (Schigtz) 
in five, and an increase of 1 mm. Hg in four. 


Comment 


From the data presented on the effects of various 
antispasmodic drugs taken orally, it is believed 
that the medical practitioner should not only ex- 
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Fig. 4.—Left, light reflexes on, A, cornea and, B, iris of 
normal anterior chamber. Space between light beams indi- 
cates depth of anterior chamber. Right, light reflexes from, 
A, cornea and, B, iris of shallow anterior chamber. Note 
narrower space between light beam reflexes. 


ercise extreme caution in prescribing any systemic 
drugs but should also be fully aware of some of the 
ocular signs and symptoms in eyes predisposed to 
glaucoma and those with glaucoma in the early 
stages.‘ Three steps should be taken by the physi- 
cian. 
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normal visual field of healthy eye encompasses panorama; B, beginnin:, contraction of visual field blocks out 


some peripheral vision; and C, advanced glaucomatous contraction of visual field and decreased peripheral vision. 
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1. The history should be carefully investigated 
for the presence of diagnosed glaucoma or a fam- 
ily history of this condition. Recent studies ° have 
revealed a high familial incidence of chronic glau- 
coma as well as the presence of shallow anterior 
chambers in a large percentage of children and 
siblings of parents with acute glaucoma. 

2. An evaluation should be made of some of the 
subjective complaints related to glaucoma. These 
include attacks of blurred vision (intermittent or 
constant), partial or complete halos seen around 
a bared electric light bulb (fig. 3), complaints 
of pain in the eyeball or around the eyes, difficulty 
with the field of vision (described by the patient 
as defective “side vision”), and discomfort with 
close work even with corrective glasses. 

3. An observation of the patient should be made 
for the presence of the following diagnostic (ob- 
jective) symptoms: a. The presence of a dilated 
pupil which reacts sluggishly or not at all, espe- 
cially when associated with a “muddy” appearance 
of the iris. b. An extremely shallow anterior cham- 
ber. This may be determined by shining a streak 
light which forms narrow beams of light reflexes 
from the corneal and iris surfaces on the eye. The 
space between the light beams indicates the actual 
depth of the anterior chamber (fig. 4). c. Constric- 
tion of the visual field, beginning on the nasal side 
and gradually involving the temporal field of vision 
until a “tubular” visual field results (fig. 5). The 
confrontation test is a rapid preliminary test for 
comparing the patient's field of vision with that 
of the examiner. A light should be adjusted to 
about one foot above the patient’s head. The pa- 
tient and examiner should be seated one meter 
apart, directly facing each other, and with eyes on 
the same level. The examiner closes his right eye; 
the patient covers his left eye and fixes the exam- 
iner’s left eye with his right. Midway between the 
examiner and patient, a 3-mm. white-headed pin is 
carried toward the center (from above and below, 
nasally and temporally, and then along meridians 
between these points). If visual acuity is low, a 
finger which is wiggled, or a hand, may have to be 
used as a test object. The patient should be re- 
quested to indicate when the object becomes vis- 
ible. In this way the limits of the field of vision of 
the patient’s right eye are compared with those 
of the examiner’s left eye. In the same manner the 
limits of the field of the patient's left eye should 
be compared with those of the examiner’s right 
eye. d. Increased intraocular pressure. This may be 
determined with a standard tonometer or an ocular 
hypertension indicator.° Patients exhibiting any of 
these signs or symptoms should be referred to an 
ophthalmologist. 
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Summary 


Physicians should take care in prescribing certain 
systemic antispasmodic drugs, because of the in- 
herent danger of glaucoma. The common signs and 
symptoms in patients predisposed to glaucoma 
should be watched for. In our study belladonna 
and belladonna-like drugs, taken orally, produced 
a mild increase in the intraocular pressure in eight 
patients with normal tension. The size of the pupil 
and the accommodation was also affected in 50% 
of these patients. The effects of dicyclomine 
(Bentyl) hydrochloride in 37 patients with normal 
tension and in 17 patients with chronic simple glau- 
coma indicates that dicyclomine does not signifi- 
cantly increase the intraocular pressure, nor does it 
affect pupil size or accommodation of the eye. This 
medicament appears to be somewhat safer than 
other antispasmodic drugs tested in patients who 
are predisposed to or have glaucoma. Medical prac- 
titioners who prescribe atropine or its derivatives, 
as well as certain synthetic parasympatholytic 
agents, for the relief of various gastrointestinal dis- 
orders and Parkinsonism should be acutely aware 
of the disastrous effect that these antispasmodic 
drugs may have on the eyes of patients with either 
a predisposition to glaucoma or diagnosed glau- 
coma. 

708 Park Ave., New York (Dr. Berens). 


This study was aided by a grant from the Ophthalmologi- 
cal Foundation, Inc., and the Department of Research, New 
York Association for the Blind. 

The dicyclomine hydrochloride used in this study was 
supplied as Bentyl by the Wm. S. Merrell Company, Cin- 
cinnati. 
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FECAL INCONTINENCE—NONSURGICAL TREATMENT 


Raymond J. Jackman, M.D., Rochester, Minn. 


The inability to restrain natural bodily discharges, 
although not a menace to life, is a great handicap to 
those so afflicted, often creating mental anxiety and 
semi-invalidism. Some persons with incompetence of 
the anorectal musculature that causes leakage, soil- 
ing, or fecal incontinence can be helped by surgical 
intervention, but it is necessary to select with care 
those who might be amenable to such management. 
At best, surgical treatment has its limitations, and 
its results frequently fall short of restoring the pa- 
tient to normalcy. Nonsurgical procedures may be 
of great benefit to patients who cannot be helped 
surgically or who continue to have some difficulty 
after an operation to restore continence. Before 
such measures are discussed, it is important to un- 
derstand the factors that enter into the maintenance 
of intestinal continence. 


Mechanism of Intestinal Continence 


Muscular Factors.—In the past, fecal continence 
was credited to the external sphincter or puborec- 
talis muscle or both. The old idea that the internal 
sphincter plays an important role in maintaining fe- 
cal continence has been largely disproved by Denny- 
Brown and Robertson,’ as well as by Gaston,* who 
demonstrated that this muscle relaxes as the rectum 
contracts and probably expedites defecation. Gas- 
ton * also pointed out that it is a fallacy to assume 
that tonic sustained contraction of the external 
sphincter maintains continence for longer than a 
minute or so, except perhaps in periods of stress. 
It is impossible to maintain prolonged contraction 
of this muscle. 

Anal musculature may overlie a fistulous tract. 
Division of such musculature, as is frequently done 
during fistulotomy, usually does not affect voluntary 
control except for perhaps the first few weeks after 
operation. On the other hand, temporizing or long 
delays in beginning surgical treatment of anal 
fistulas may lead to anal incontinence or at least 
incompetence of the muscles, because the associated 
long-standing infection and recurring abscesses have 
created so much fibrosis that the voluntary muscles 
are immobilized by it. This is particularly true in 
chronic ulcerative colitis complicated by anal fistula. 

Neuromuscular Factors.—Gaston described two 
mechanisms that maintain anal and intestinal con- 
tinence, namely (1) a reflex involving the rectum 
and external anal sphincter and (2) a reservoir con- 
tinence in the descending colon. Although the ex- 
ternal anal sphincter is usually relaxed, peristaltic 
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In the treatment of fecal incontinence, non- 
surgical measures are often as important as 
the surgical, and in patients whose inconti- 
nence is neurogenic, as in paraplegia, only 
nonsurgical therapy can help. Nonsurgical 
measures for fecal incontinence fall into five 
phases: diet, drugs, irrigations, exercises for 
the ana! muscles, and psychotherapy. Con- 
tinence is maintained not so much by tonically 
contracted states of the internal or external 
sphincters of the anus as by reflex contrac- 
tions of the external sphincter initiated in the 
rectum. An additional neuromuscular mecha- 
nism described as reservoir continence re- 
sides in the descending colon. Fecal incon- 
tinence is frequently the unfortunate price 
that has to be paid for lifesaving surgery, 
and at least half of the patients who complain 
of varying degrees of fecal incontinence date 
its onset to some surgical procedure. It is 
essential for their rehabilitation that they be 
instructed in the use of the nonsurgical meas- 
ures here described. 


pressure in the rectum causes this muscle to con- 
tract reflexly in a few seconds; this contraction per- 
sists until] the reflex peristaltic pressure ceases. As 
jus¢ noted, this reflex is initiated in the rectum and 
not in the anal canal. Many patients who have had 
the rectum removed and the anal sphincters pre- 
served, as in certain types of “pull-through” pro- 
cedures for removal of carcinoma of the rectum, 
have variable degrees of fecal incontinence. The 
preserved anal muscles can be contracted volun- 
tarily, and, from an objective standpoint, these 
patients should have perfect control. However, be- 
cause the reflex mechanism is destroyed when the 
rectum is removed, the patient does not know when 
to contract his preserved anal muscles. Furthermore, 
he has difficulty in differentiating between flatus, 
liquid stool, and formed stool, and soiling is the 
result. Gaston * considered that the afferent impulse 
of the reflex is maintained only when the distal 
fourth of the rectum is preserved. 

The second neuromuscular mechanism, called 
“bowel or reservoir continence,” is said to reside in 
all parts of the descending colon. The descending 
colon acts as a reservoir independent of sphincteric 
action, which explains why some patients with a 
scarred, deformed anus who are unable to demon- 
strate any voluntary action of the anal muscles and 
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who from an objective standpoint would appear to 
have complete anorectal incontinence experience 
little or no soiling or leakage of intestinal contents. 
It also explains why some abdominal colonic stomas 
on the left are easily managed and why some pa- 
tients with such stomas apparently obtain a fair 
degree of control of intestinal evacuation. 

On the other hand, patients who have erratic 
bowel habits, such as in the irritable-colon syn- 
drome, with its episodes of constipation, diarrhea, 
and excessive production of mucus, or those who 
have organic colonic disease, such as chronic ulcer- 
ative colitis, have little or no reservoir continence. 
Such a patient with a scarred, deformed anus and 
inefficient anal muscles is likely to have great 
trouble with control of intestinal contents. If one 
is to do certain anorectal surgical procedures on 
such patients with an absent reservoir continence, 
some degree of leakage or soiling can be anticipated 
in numerous instances. 


Causes of Anal Incontinence 


The causes of anal incontinence are many, and 
the degree varies greatly. A satisfactory classifica- 
tion includes three main types, namely (1) traumatic, 
(2) congenital, and (3) acquired (nontraumatic ). 

Traumatic Causes.—At least half of all instances 
of traumatic anal incontinence have their onset after 
some anorectal surgical procedure. The number of 
patients who have incontinence after anorectal fis- 
tulectomy or fistulotomy is decreasing, owing prin- 
cipally to the fact that long-continued postoperative 
packing of the wound is no longer in vogue. Leak- 
age of mucus or stool or inability to retain gas is 
not uncommon after radical hemorrhoidectomy or 
local excision in cases of prolapse of the rectal 
mucosa. This difficulty is caused principally by the 
presence of scar tissue, which makes the anal mus- 
culature less efficient. Most of these patients with 
postoperative incontinence have poor reservoir con- 
tinence. Postoperative difficulty with bowel control 
in many patients of this group, which is common 
after removal of the rectum with sphincteric pres- 
ervation, is the unfortunate sequence of a lifesaving 
procedure. Most of these patients would be happier 
with an abdominal colonic stoma. 

Other traumatic causes of incontinence are lacer- 
ations from falls in which the anorectum may be 
impaled and lacerated, or injuries to the head or 
spinal cord resulting from automobile accidents. 
Third-degree perineal lacerations resulting from 
childbirth and causing incontinence are being seen 
less frequently, owing to better maternal care at the 
time of delivery. Some patients date the onset of 
incontinence to the induction of spinal or caudal 
anesthesia or to an injection of alcohol for pruritus 
ani. Most patients with traumatic incontinence can 
be helped by a systematic plan of nonsurgical meas- 
ures. 
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Congenital Causes.—Anal incontinence may be 
associated with megacolon or congenital malforma- 
tions of the anorectum, such as an imperforate anus 
with perineal, vaginal, or scrotal fistulas. Surgical 
correction of such defects is indicated, but such 
treatment frequently must be followed or supple- 
mented by nonsurgical measures. 

Acquired (Nontraumatic) Causes.—An increasing 
proportion of people are in the older age groups. 
Many of these older persons have variable degrees 
of hemorrhoids, mucosal prolapse, poor muscular 
tone, or dulled reflexes. Therefore, senility now is 
a common cause of some degree of incontinence. 
Fecal impaction in the lower portion of the intestine 
may cause partial obstruction and diarrhea, and in 
such instances the patient is unable to restrain the 
intestinal contents. Impaction is relatively common 
in elderly persons and in mentally ill patients. In- 
flammatory processes that have infiltrated the rectal 
walls, such as in extensive internal fistulas and the 
stricture of lymphogranuloma venereum, immobi- 
lize the musculature, destroy the anorectal reflexes, 
and result in variable degrees of incontinence. 
Malignant tumors and strictures of the rectum, es- 
pecially if they are low in the rectum and have infil- 
trated the rectal walls, likewise inhibit the normal 
reflexes and cause partial obstruction, with con- 
stipation and diarrhea and secondary incontinence. 
Patients with rectal prolapse usually have some 
degree of incompetence of the anal muscles because 
of the poor muscular tone. If these patients have 
good reservoir continence, the inadequacy of the 
anal muscles is usually more obvious objectively 
than it is subjectively. Even after the prolapsed 
rectum has been treated surgically, some degree of 
fecal incontinence may persist, requiring nonsurgi- 
cal measures. 


Selection of Patients for Treatment 


Although it is not within the scope of this paper 
to deal with the surgical management of anorectal 
incontinence, it is important to determine which per- 
sons may be helped by surgical treatment, by a 
combination of surgical and medical management, 
or by nonsurgical methods alone. When a scarred 
deformity of the anus exists, such as a deep scarred 
sulcus that is the aftermath of fistulectomy or fistu- 
lotomy, the most that the surgeon can accomplish 
is to excise the scarred defect and to suture the 
denuded surfaces together. It does not necessarily 
follow, however, that complete continence will be 
restored, and it is likely that such a patient will 
continue to have some difficulty, especially if an 
irritable colon and a diminished reservoir continence 
are present. Approximation of the severed ends of 
the anal muscles may look well in schematic dia- 
grams, but in actual surgical practices the procedure 
amounts to getting rid of a block of scar tissue 
which acts as a mechanical impediment to the effi- 
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ciency of the muscles. Technical difficulty arises 
at the time of operation because the ends of the 
muscle are bound down in scar tissue, atrophied, 
and retracted, and frequently it is difficult or im- 
possible to identify them. 

Patients who have third-degree perineal lacera- 
tions resulting from childbirth or who have congen- 
ital anomalies usually are benefited by appropriate 
surgical treatment, but this frequently must be 
supplemented by nonsurgical procedures. Patients, 
such as elderly persons with poor muscular tone, 
who have acquired, nontraumatic incontinence are 
those most benefited by nonsurgical measures, as 
are those who have had removal of the rectum with 
preservation of the sphincter. Patients who have 
neurogenic incontinence resulting from interruption 
of the nerve supply to the perineum. rectum, and 
bladder, as in paraplegia, spina bifida, or menin- 
gocele, would not be candidates for any anorectal 
surgical procedure, but such patients can be helped 
by nonsurgical therapy. 


Nonsurgical Measures for Rectal Incontinence 


Nonsurgical measures for rectal incontinence fall 
into five phases, namely (1) diet, (2) drugs, (3) ir- 
rigation of the lower part of the intestine, (4) exer- 
cise for the anal muscles, and (5) psychotherapy. 
These forms of treatment can be used singly or in 
combination, as the patient's particular problem 
dictates. 

Diet.—The diet is of a low-residue type and 
should be as simple as possible for the patient to 
follow. A convenient method of instructing these 
patients is to give them a list of foods that may be 
included in the diet and a list to be excluded. Most 
patients know what foods or liquids tend to produce 
loose stools, and these, of course, are placed in the 
restricted list. The patient’s intake of fluids should 
be limited. A sample of a minimum-residue diet is 
shown in the table. Complete vitamin supplementa- 
tion is necessary for patients on such a dietary 
regimen. 

Drug Therapy.—Drug therapy includes use of 
drugs that decrease intestinal peristalsis and those 
that tend to “soak up” water from the intestines, 
thus giving more form to the stool. Many satisfac- 
tory preparations will help to reduce intestinal 
motility. Belladenal tablets, containing “% grain 
(50 mg.) of phenobarbital combined with 1/250 
grain (0.25 mg.) of the alkaloids of belladonna, 
have been satisfactory. Usually, half of such a tablet 
before each meal is an adequate dose. Preparations 
such as this are particularly indicated in patients 
who have the irritable-colon syndrome or when 
emotional upsets precipitate a bout of diarrhea. 
Other anticholinergic drugs of proved value are 
methantheline (Banthine) bromide, 50 mg. after 
each meal, or propantheline (Pro-Banthine) bro- 
mide, 15 mg. after each meal. 
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It might appear inconsistent to administer the 
so-called bulk preparations, or hydrophilous agents, 
to a patient on a minimum-residue diet, but such 
preparations as methylcellulose, given as 0.5-Gm. 
tablets, do have a facility for “soaking up” water and 
producing more form to the stool. The doses must 
be individualized, but administration of 3 to 6 
tablets after each meal, with a limited intake of 
fluids, is usually of value. Various preparations of 
karaya are effective in a similar manner. Many 
patients with traumatic anal incontinence associated 
with episodes of diarrhea of a functional nature 
respond well to drug therapy. 

Intestinal Irrigation.—The aforementioned meas- 
ures of diet and drugs frequently are combined with 
irrigation of the lower part of the intestine when 


Foods Included and Excluded in a Minimum-Residue Diet 


Foods Excluded 
Milk, milk drinks 


Type of Food Foods Included 
Beverage Carbonated beverage: cereal 
beverage: coffee; tea 
Bread — White or fine rye bread, toasted, Bread or crackers 
with emphasis on enriched containing 
types: saltines; soda crackers whole-grain flour 
rusk or bran: quick 
breads 
Cereal . Cooked refined corn, rice, and W hole-grain 
wheat cereal; strained oatmeal: cereals 
commercially prepared cereals 
from corn or rice free from 
outer coating 
Cakes: cookies; custards: gela Any other 
tin desserts; ice cream: 
puddings; rennet desserts: 
sherbets; all without fruit 
or nuts 
Fat -seeeeee Butter: cream; fortified None 
Inargarine 
Fruit ......... Strained fruit juice, including Any other 
1 citrus-fruit juice daily 
Meat, egg, Bacon, tender meat, fish and Fried meat, fish 
cheese cus fowl except those listed under or fowl; fresh 
“Foods Exeluded”’; canned pork; cheese 
fish: eggs, cottage or cream other than listed 
cheese; cheddar (American) under “Foods 
cheese used only as flavoring Included” 
in cooking 
Potato or Macaroni: noodles: refined Potato; hominy: 
substitute rice; spaghetti whole-grain rice 
Soup : Bouillon; broth Any other 
Sweets es Candy except that listed under Candy containing 
“Foods Excluded"; honey; fruit or nuts: 
jelly; molasses; sirups: sugar jam; mar 
malade 
Vegetable .... Tomato juice Any other 
Miscellaneous Gravy: herbs except garlic: Garlic; nuts: 
salt: spices: vinegar: white olives: pickles: 
satce popeorn 
relishes 


seepage or leakage throughout the day is a prob- 
lem. After the initial bowel movement of the day, 
the patient is instructed to “wash out” the lower 
reaches of the intestine with a plain enema of warm 
water. He is advised to fasten a hook on the bath- 
room wall on which the enema can or bag may be 
hung. Instead of the ordinary enema tip, an 18 F. 
to 26 F. catheter is used because it can be inserted 
higher into the rectum and trauma is less likely 
to occur from its frequent use. Many patients will 
state that they have difficulty retaining the water, 
but the mere exercise of trying to hold the water is 
beneficial. When a large anal defect is present and 
retention of water is mechanically impossible, a 
Bardex-Foley type of rectal bag and catheter may 
be used instead of the regular catheter. The patient 
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is shown how to press the distended Bardex bag 
against the perineum to close the anal defect so that 
the water can be retained. 

For several years, my colleagues in roentgenology 
have used an effective means of having the incon- 
tinent patient retain barium during roentgenologic 
studies on the colon. A hole is drilled through the 
center of an inexpensive, soft-rubber ball about the 
size of a tennis ball, which may be purchased at 
most any dime store; the bore of this hole is 
slightly smaller than the caliber of the catheter 
to be used. The catheter is then pulled or pushed 
through the hole in the ball. If the rubber catheter 
is stretched slightly, its diameter is decreased suff- 
ciently so that it may be easily pushed through the 
slightly smaller bore in the ball. Thus, when the 
stretch is released, the catheter is well anchored in 
place. It is used in a manner similar to that of the 


Mechanical method of retaining fluid in irrigation of lower 
part of intestine in patient with defective anus. A, incom- 
petent anus. B, rubber ball pressed against the perineum acts 
as dam to assist in retaining fluid. C, catheter threaded 
through ball. 


Bardex bag to produce pressure on the defect so 
that water can be retained (see figure ). This simple 
equipment has been extremely valuable for many 
patients with anal deformities and defects who have 
difficulty retaining enemas. If much stool is ex- 
pelled with the first irrigation or enema, the patient 
is advised to repeat it a second or even a third time. 
Since many of these patients are elderly, their first 
attempt at the procedure should be under the super- 
vision of a nurse or physician. 

The irrigation accomplishes two purposes. First, 
it rids the lower intestine of stool, so that the pa- 
tient is less likely to have leakage. In the second 
place, most of these patients have a variable amount 
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of scar tissue in the anorectal region that tends to 
immobilize the muscle and make it less efficient. 
The warm irrigating fluid aids in making this scar 
tissue more resilient, and the mere practice of try- 
ing to retain the warm water will help to strengthen 
the muscles in that region. 

Muscle Exercises.—A systematic plan of exercising 
the voluntary anal muscles appears to be of some 
value in elderly patients or in those who have some 
degree of incontinence after radical hemorrhoidec- 
tomy or fistulectomy, when inability to retain gas or 
seepage is a problem and when muscle is present 
but weak or inefficient. The patient is instructed to 
do the exercises three times daily for five minutes 
while lying down. The external sphincter is con- 
tracted and held in this state while the patient 
counts slowly to five; then the muscle is relaxed and 
the contraction is repeated. The contraction should 
be vigorous and sustained for about five seconds. 
Many patients apparently do not know how to con- 
tract the sphincter even though they may have the 
ability to do so. It is best to have the patient dem- 
onstrate this contraction while on the proctoscopic 
examining table. These exercises are continued for 
two or three months. Combining these exercises 
with warm-water irrigation of the lower part of the 
intestine is a definite help to many patients. 

Psychotherapy.—Patients vary greatly in their 
psychic attitude toward incontinence. Of two per- 
sons with the same degree of anal incontinence, one 
may ostracize himself completely from society, 
while the other is little, if any, concerned about the 
incontinence. Similar variations in reaction occur 
in women who have rectovaginal fistulas. Daniels * 
found that about 25% of women who had such fis- 
tulas and who pass gas and sometimes stool by 
way of the vagina did not consider it enough of a 
problem to accept surgical intervention. Likewise, 
the elderly woman with an extensive third-degree 
perineal laceration of 30 or more years’ duration 
frequently declines surgical treatment, accepting 
her incontinence as a natural consequence of child- 
bearing. As in any other psychotherapeutic proce- 
dure, a careful analysis of the problem is necessary 
in order to make reassurance effective. Many of 
these patients have gotten into the habit of wearing 
a diaper, which is unsound psychologically. It is 
well for the patient to dispose of this habit after 
the measures of diet, drugs, irrigations, and exer- 
cises already described are started in order to help 
restore confidence. 


Summary 


Although surgical treatment has a place in help- 
ing the patient with fecal incontinence, its results 
frequently are not entirely satisfactory. This is 
particularly true in patients who have absent or 
poor reservoir continence. At least half of the pa- 
tients who complain of varying degrees of fecal in- 
continence date the onset of their difficulty to some 
surgical procedure. Of course, many of these opera- 
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tions have been lifesaving measures, and the re- 
sulting incontinence is an unfortunate sequel. Many 
of these patients with fecal incontinence can be re- 
habilitated and restored as useful members of so- 
ciety by a systematic plan of nonsurgical treatment, 
consisting of diet, drugs, irrigation of the lower part 
of the intestine, exercises for the anal muscles, and 
psychotherapy. These measures are used singly or 
in combination, as each patient’s particular prob- 
lem dictates. 
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In following the literature and in observing prac- 
tices in other institutions, we have become aware 
of the need for a specific conservative program for 
the care of hyperextension derangements of the 
lumbar spine, associated with lumbar or sacral 
radiculitis. Furthermore, there is a need for general 
agreement as to what constitutes a conservative 
program for these cases. Almost every orthopedist 
and neurosurgeon today recognizes the value of 
delaying operation until other means of cure have 
been exhausted. However, there is little agreement 
as to what constitutes the other means. Consequent- 
ly, we see learned articles containing the useless 
phrase “conservative measures failed.” Careful in- 
spection may reveal that the surgeon had no logical 
plan of treatment or consistent plan from one 
case to the next. Frequently the conservative plan 
that failed was gross neglect or physical therapeutic 
procedures from which one might expect failure or 
even worsening of the condition. 

There is also a great need for careful considera- 
tion of the preventive aspects of low back disease. 
This very common disorder accounts for many hos- 
pital visits and represents a tremendous loss to 
industry in terms of disability. A thorough under- 
standing of the mechanisms of this large group of 
low back disorders should lead to a general agree- 
ment as to measures which may be depended upon 
to prevent disabling symptoms. We believe that, 
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SPECIFIC MANAGEMENT FOR LUMBAR AND SACRAL RADICULITIS 


Frederic B. House, M.D. 


Sylvester J. O'Connor,t M.D., Ann Arbor, Mich. 


Many cases of low back pain are caused 
by hyperextension of the lumbosacral part of 
the vertebral column. They are associated 
with signs of compression or irritation of the 
lumbar or sacral nerve roots and with pain 
radiating down the course of the sciatic nerve. 
The history frequently reveals an injury, as 
from lifting, and examination reveals local 
muscle spasm. The conservative program of 
treatment for this condition consists of five 
successive steps: maintenance of proper posi- 
tion while lying in or getting out of bed, next 
certain exercises of abdominal and gluteal 
muscles in bed, then certain exercises while 
standing and walking, later more strenuous 
exercises in the lying and standing positions, 
and finally attention to specifc postural prob- 
lems related to the patient’s occupation. He 
must learn ways to carry out his normal work 
without extending the lower segments of his 
vertebral column. The crux of the program 
is the pelvic tilting associated with this un- 
desired extension. Two case histories illus- 
trate the effectiveness of the program. Of 
247 patients with low back pain and sacral 
or lumbar radiculitis, only 18 failed to respond 
to this conservative treatment. 


to a large extent, this knowledge is available to us 
at the present time and needs only to be agreed 
upon and put into practice. 
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If one takes the article by Goldthwait' in 1911 
as an arbitrary point of beginning, he finds that 
at this time the situation in regard to the hyper- 
extension derangements of the lumbar spine was 
fairly well understood. Even the problem of the 
protruded disk was discussed, although it was not 
until much later that it was described as clinical 
entity by Mixter and Barr.’ The part of Gold- 
thwait’s work that interested us the most is that on 
his understanding of the ill-effects of extension of 
the spine in these cases. In his case, this resulted 
in paraplegia. 

In the innumerable articles that have appeared 
in the last 40 years on the low back problem, it is 
surprising how these orginal observations have been 
forgotten. Some authors have shown some under- 
standing of this, but the larger number seem to 


Fig. 1.—Mechanisms of encroachment on fifth neural fora- 
men, 


have passed over this logical approach to the prob- 
lem in favor of programs and methods which at 
times are illogical and even harmful. Williams * 
has probably done more than any recent author 
to clarify our understanding of this type of back 
syndrome. His program is complete, logical, and 
effective and should be accepted by all as the only 
conservative program in the treatment of extension 
derangement of the low back, associated with lum- 
bar or sacral radiculitis. 


Types and Causes of Disorders 


In our hospital, as in most general hospitals, 
there is always a large number of patients con- 
fined because of symptoms relating to disorders 
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of the low back. In order to gain any useful con- 
cept as to the nature of this problem and its man- 
agement, we feel it is necessary to separate out 
certain specific types of disorders that can be fairly 
accurately diagnosed and thereby avoid the con- 
fusion that comes from discussion of all types of 
low back pain at the same time. The cases that 
we are going to discuss are cases of low back pain 
due to hyperextension of the lumbar spine and 
which are associated with compression or irritation 
of the lumbar or sacral nerve roots. 

Cases of this type are identified by the presence 
of low back pain associated with pain radiating 
down the course of the sciatic nerve. The history 
may reveal an injury, as from lifting, and frequently 
shows the phenomenon of pain on coughing or 
from other maneuvers which raise the pressure of 
the spinal fluid. The examination usually shows a 
stoop and a list and palpable muscle spasm in the 
erector spinae muscles. There is tenderness over the 
involved spinal foramen and pain on stretching 
the sciatic nerve as in the straight leg raising maneu- 
ver. More severe cases show loss of tendon reflexes 
and sensory defects as well as motor weakness in 
certain muscles. 

The syndrome which has been described may be 
caused by a variety of pathological conditions. 
However, each of these conditions has one charac- 
teristic in common and that is an ability to cause 
compression or irritation of the lumbar or sacral 
nerve roots. This, in addition, is known to be caused 
by a common mechanism which is an encroachment 
upon the neural foramen by forces which tend to 
tilt vertebral bodies posteriorly. This occurs in hy- 
perextension of the spine, and the group of condi- 
tions causing these symptoms cafi be spoken of as 
hyperextension derangements of the spine (fig. 1). 

Our present concept regarding the etiology of 
this syndrome is that at least five different patho- 
logical conditions can produce the same set of 
symptoms. As will be seen later, we feel that the 
same therapeutic approach is applicable in this 
syndrome, even though the etiology may vary from 
case to case. 

The simplest and most comon cause of this con- 
dition is known as the facet syndrome. In these 
cases the facets of the first sacral vertebra are 
forced upward into a position of subluxation in 
relation to the lower facets of the fifth lumbar verte- 
bra. This produces encroachment on the foramen 
in addition to stretching and irritation of the cap- 
sule of this small joint. The resulting irritation of 
the nerve root in the foramen is responsible for 
most of these symptoms. 

Another very common cause for the syndrome, 
and one which may be a sequel of the facet syn- 
drome, is osteophytosis of the spine, in which osteo- 
phytes form around the small apophyseal joints 
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causing encroachment upon the neural foramen. 
This, of course, is known as osteoarthritis of the 
lumbar spine and is frequently attributed to re- 
peated trauma, wear and tear, or general degenera- 
tive conditions. 

The third less common cause for this syndrome 
is the forward displacement of one vertebra asso- 
ciated with a defect in the pedicle known as spon- 
dylolisthesis. This again causes posterior tilting or 
hyperextension, encroachment upon the neural fo- 
ramen, and the syndrome as described previously. 

A fourth cause for the syndrome is a protrusion 
or extrusion of the intervertebral disk substance 
into the foramen. This, again, may cause irritation 
or compression of the nerve root and produce the 
same syndrome. How important this cause is nu- 
merically in comparison to the first two is not 
known. We believe that it accounts for fewer cases 
than was once thought. We also believe that once 
it is well established that extrusion of the disk has 
taken place, the prospect for relief without surgical 
intervention is poor. 

A fifth cause for this syndrome, which we believe 
properly belongs here, is lumbar laminectomy it- 
self, for, although the offending disk protrusion has 
been removed, certain structural changes have 
taken place which make for an even greater tend- 
ency to posterior tilting or hyperextension than 
had existed before. The situation may change from 
a threat of nerve root compression to one of simple 
nerve root irritation. However, these patients need 
the protection that comes from a logical conserva- 
tive back program. 


Method of Treatment 


St. Joseph Mercy Hospital, Ann Arbor, Mich., is 
a general hospital. It is an open staff hospital, 
where private practitioners of medicine and surgery 
care for their patients in an independent fashion. 
Under these circumstances, if a common form of 
treatment for a specific condition is to be used 
generally throughout the hospital, it must be one 
that meets the approval of all the private practi- 
tioners who are called upon to treat such a condi- 
tion. Most oi the patients with back conditions of 
the type under discussion are treated on one of 
three services—orthopedics, neurosurgery, or physi- 
cal medicine. The six specialists involved in the 
three departments named have agreed upon the 
following method of treating hyperextension de- 
rangements of the low spine associated with lumbar 
or sacral radiculitis. 

The patient who presents himself and on whom 
a diagnosis of hyperextension derangement of the 
low spine with lumbar or sacral radiculitis has been 
made, and who is so disabled by the condition as to 
require hospital care, is put to bed in a section of the 
hospital where the nursing staff is well acquainted 
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with the kind of care required for this type of 
patient. We feel that this is extremely important, 
for, if we are to be logical in our management of 
this condition, we must recognize that a momentary 
deviation from our plan of treatment may cause 
hyperextension of the spine and may produce in- 
jury to nerve roots that will prolong the patient's 
disability for several days or weeks. The nursing 
staff, therefore, must be instructed thoroughly in 
the importance of bed positioning and proper meth- 
ods of getting a patient out of bed. They must 
know the disastrous effect that may come from 
placing a patient in the prone position on a bed for 
a back rub at bedtime. 

The bed is prepared with bedboards which are 
hinged so as to allow the bed to be put into a 
jackknife position. Intermittent pelvic traction is 
applied which may contribute to the widening of 
the neural foramen, but, if nothing else, it definitely 
assists in maintaining the patient in the therapeutic 
jackknife position. The jackknife position itself is 
extremely logical. It makes use of the weight of the 
patient’s trunk in producing flexion of the low 
spine. If one’s diagnosis is correct, this logical posi- 
tioning should be insisted upon, even in the occa- 
sional patient who may object to it, or one must 
consider a different diagnosis. In the initial phases, 
adequate sedation and pain relief must be obtained 
through the use of drugs and heat, and release of 
muscle spasm must be encouraged by addition of 
light massage to lumbar muscles. The doctor should 
avoid repetitious diagnostic tests, such as the prone 
thrust or straight leg raising, which are dependent 
on reproducing the irritation of the involved nerve 
roots. Depending upon the patient’s particular con- 
dition, he may be allowed to rest in this position 
without additional attention for 24 to 48 hours. 

Following is a program of exercises for treatment 
of hyperextension derangements of the lumbar 
spine. This program should be used bv therapists 
as a guide. 

Srep 1.—The patient should be instructed to avoid exten- 
sion of the spine while he is in bed or out of bed. He should 
be taught how to maintain the proper position in bed and 
how to get out of bed without extending the lumbar spine 
When necessary, the therapist should remind the nurse of 
the importance of these procedures in the total care of the 
patient with disease of the low back. 

Strep 2.—The patient, lying flat on his back and with the 
knees bent and soles of the feet flat on the table, should 
(a) learn to tilt the pelvis, exercising the abdominal and 
gluteal muscles; (b) with the pelvis tilted (lumbar spine 
flat), straighten one leg at a time, returning it to the bent 
position; (c) with pelvis tilted, raise the head and shoul- 
ders, then lower them, keeping the back flat; and (d) bring 
the knee towards the axilla, assisting with the hands and 
arms. 

Strep 3.—In the standing position with the heels four to 
six inches from the wall and the back against the wall, the 
patient should (a) flatten his back against the wall; (b) 
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tilt pelvis (flex lumbar spine) and raise legs alternately; 
(c) stoop, raise trunk, and keep back flat; (d) with pelvis 
tilted, move out from wall, rise up on toes, and return to 
wall; and (e) with pelvis tilted, walk. 


Step 4.—The patient should (a) while lying flat on his 
back and with the knees bent and the soles of the feet flat 
on the table, touch fingers to toes; (b) do straight leg 
raising, with the back flat; (c) with face down, flex one 
knee under the abdomen in order to maintain flexion of the 
lumbar spine, with the opposite hip hyperextended, coun- 
teracting any flexion deformity in the hip, and then alternate 
sides; and (d) from the standing position the patient is 
taught to squat with the feet flat on the floor. 


Step 5.—In this part of the exercise program, the thera- 
pist will consider specific postural problems encountered in 
the patient’s work. Recommendations will be made accord- 
ing to needs. 


The physical therapist is called upon to initiate 
a program of back exercises beginning with step 1, 
which is simply instruction in positioning and ways 
to get out of bed without extending the lumbar 
spine. On order from the attending doctor, the 
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Fig. 2.—Effect of abdominal and gluteal muscles in main- 
taining proper alignment of lumbar region of spine. 


therapist then moves to steps 2, 3, and 4 of the 
progressive program of back exercises, which fol- 
lows quite closely to the recommendations of Wil- 
liams. These exercises are designed first to relieve, 
by stretching, some of the muscle and ligamentous 
tightness contributing to the hyperextension of the 
spine. Second, they are designed to strengthen the 
flexors of the low spine and, finally, to teach pos- 
tural habits which will be helpful in allowing the 
person to resume normal activities and prevent 
future attacks of back pain. As a fifth step, the 
physical therapist considers some special problems 
of the patient’s occupation that may be important. 
These may be corrected or accommodated. 

In the first step of the exercise program, which is 
done in conjunction with the physical treatment 
already instituted, the therapist begins active and 
passive stretching of the posterior muscles and 
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ligaments. This is accomplished by having the pa- 
tient pull his knees, one at a time, towards the 
axilla. Not only can a patient with acute symptoms 
do this with relative ease but he frequently obtains 
considerable relief of pain by this maneuver. The 
therapist may assist, thereby adding further force 
towards widening the neural foramen. At this point, 
the patient is taught to tilt the pelvis so as to pro- 
duce flexion of the lumbar spine. The physical 
therapist does this by demonstrating the function 
of abdominal and gluteal muscles in this exercise 
(fig. 2). 

The crux of the whole program is this pelvic tilt- 
ing or spinal flexion, and all subsequent exercises 
are done from this position. All subsequent activity 
is done with the spine held in this position. In this 
second step, the therapist also begins to teach the 
patient strengthening exercises for the flexors, be- 
ginning by a simple head raising, followed by trunk 
raising, and keeping the lower spine flattened 
throughout the entire maneuvers. 

Depending on the patient's progress, the therapist 
is then ordered to begin the third step in the exer- 
cise program which has to do with standing. We 
feel very strongly that if a patient is asked to get 
out of bed and stand, when he has already shown 
evidence of compression or irritation of a nerve 
root, that he should be taught first how to get out 
of bed properly, and secondly, how to stand prop- 
erly, so as not to reproduce this injurious condition. 
Many times we have seen a patient, after a period 
of bed rest in a jackknife position, become es- 
sentially symptom free and then be asked without 
instruction to get up and see if he could go to 
the bathroom. This, of course, frequently led to 
recurrence of the symptoms and to a loss of sev- 
eral days or weeks of the patient's time. The thera- 
pist therefore teaches the patient to get out of bed 
without extending the spine and teaches him to 
walk with the spine in a neutral or flexed position. 
This is done by proper instruction in the use of 
the gluteal and the abdominal muscles in maintain- 
ing this favorable position of the low spine. 

If this is well tolerated, the patient is taught to 
stoop and resume the standing position without 
extending the spine. Extending the lumbar spine 
first is frequently a natural way of assuming the 
standing position, especially in a person with weak 
abdominal muscles. If the patient is still showing 
improvement, one can be quite. sure at this point 
that he will respond satisfactorily to this conserva- 
tive program, and he is begun on the fourth step 
in the progressive exercise routine which allows 
for further heavy resistance exercises for his flexors 
and gluteals and vigorous stretching of any residual 
hip flexion contractures which may be a limiting 
factor in producing adequate flexion of the lumbar 
spine when walking in the upright position. 
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Assuming that this patient has responded satis- 
factorily throughout this program, he is now about 
to leave the hospital. The therapist turns her atten- 
tion to specific hazards that may be present in his 
occupation. She teaches him ways to carry out his 
normal work without extending the low back. 
Certain tricks may be very useful, such as keeping 
the knees higher than the hip joints, for stenog- 
raphers or people who are required to drive an 
automobile in their work. In all of these cases, we 
feel that the important thing is to make the patient 
aware of what it means to extend the low spine 
and provide him with the adequate muscle strength 
to counteract this tendency. This, we feel, takes 
more time and attention than most physicians and 
surgeons can give their patients, and we expect 
the physical therapist to so train the patient by 
repeated sessions that he understands this very 
thoroughly. 

After the patient has been discharged from the 
hospital, the physical therapist will be asked to 
see him at lengthening intervals in order to see that 
he maintains the strength and postural habits that 
he has been taught. Some of these patients may be 
sent home with a brace or other tvpe of low back 
support, but, in general, we feel that the chief 
use of such an appliance is to remind the patient 
to maintain the proper postural alignments that he 
has been taught. 

A certain number of patients, particularly those 
with an extruded intervertebral disk and some of 
those suffering from far advanced spondylolisthesis 
will not respond to this program and probably will 
not be carried much beyond the second step in the 
treatment. If this is found to be the case and we 
are sure that no mistakes have been made by the 
nurse or therapist in following this logical program, 
it can be used as an important diagnostic point in 
deciding on subsequent treatment. However, unless 
this program has been followed logically in every 
detail, we see no value in using it as a diagnostic 
criterion. 

Of 247 patients with low back pain and with 
sacral or lumbar radiculitis admitted to this hospital 
in 1956, 18 failed to respond to the conservative 
program and were subsequently operated on for 
removal of an extruded intervertebral disk. This is 
a rate of 7%, which we believe speaks favorably 
for the conservative program that we use in our hos- 
pital. 

Of 33 consecutive admissions for this type of 
back condition during a two-month period, 25 were 
admitted to the orthopedic service, 5 to physical 
medicine, and 3 to neurosurgery; 22 were men and 
11 were women. Their ages ranged from 21 to 65. 
The causative factor was lifting in 13 and a fall or 
a blow in 7, and in the others the condition was 
described as coming on graduaily. Seven of the 33 
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were given a final diagnosis of herniated interverte- 
bral disk, and these showed objective signs of nerve 
root compression. One of the seven who had been 
given a diagnosis of herniated disk underwent a 
laminectomy for removal of the extruded disk. 
Some part of the progressive back program was 
used in all of these patients. The progressive exer- 
cises were used in 29 of the 33 patients. Exercises 
were begun the first day in 11 cases and on the 
second to the fourth day in 10 cases. The time of 
beginning the exercises in the remaining varied 
from the 5th to the 19th day. 

These data show the acceptance of the program 
by the several services treating this type of patient. 
Two types of patients frequently are neglected as 
far as the exercise program is concerned. The one 
is the patient who enjoys a rapid recovery on sim- 
ple bedrest alone, and the other is the one showing 
definite and severe signs of nerve root compression 
and in whom any motion is painful. The incidence 
of laminectomies noted above is essentially the 
same for the whole vear. 


Report of Cases 


Case 1.—A 20-year-old man was admitted to the hos- 
pital because of pain in the low back, in the right hip, and 
behind the right knee. The onset of these symptoms oc- 
curred five months before, after the patient had worked 
at driving a tractor for several weeks. The symptoms had 
been intermittent, and he had experienced one short period 
of relief of pain about six weeks before coming to the hos- 
pital. The pain was made worse on coughing, and certain 
movements reproduced the acute pain. The patient stood 
with a list to the left. The straight leg raising sign was 
positive at 40 degrees on the right and 55 degrees on the 
left. Tendon reflexes show diminution of patellar and 
Achilles reflexes on the right as compared to the left. There 
was no sensory defect noted. 

This patient was put to bed in the jackknife position, 
and pelvic traction with 15 lb. of weight was started. He 
had physical therapy consisting of moist packs and mas- 
sage to his low back on the day of admission, and this was 
continued twice daily during his hospital stay. The physical 
therapist was instructed to begin progressive back exercises 
on the third hospital day. The patient was having con- 
tinuous pain, and the back exercises were discontinued on 
the fifth hospital day, since it was suspected the exercises 
were contributing to his pain. On the seventh hospital day 
the exercise program was reinstituted, and the patient stead- 
ily improved. He was discharged from the hospital at the 
end of two weeks. At this time the examination showed 
the tendon reflexes to be equal bilaterally in the legs. The 
straight leg raising sign had improved to allow 90 degrees 
of flexion on the left and 60 degrees flexion on the right. 
The patient was discharged with a chairback brace and 
instructed to continue his back exercises three times daily. 

The patient was seen in the physical therapy department 
after two weeks for follow-up instructions in his exercise 
program. He had remained improved, experiencing only 
minimal soreness in his low back. Two months after dis- 
charge from the hospital the patient was symptom free. 
There were no neurological signs in his legs. He was ad- 
vised to discontinue the use of the brace and to continue 
a modified exercise program for an indefinite period of 
time. 
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Case 2.—A 48-year-old man experienced onset of acute 
pain in his back after a game of touch football with his 
sons, one week before admission. This pain was made worse 
on coughing. The patient recalled an episode nine years 
previously, following a lifting injury, which was similar to 
the current episode of pain. Examination showed the pa- 
tient to have a fixed low spine with a slight list to the left. 
Straight leg raising from the supine position produced 
severe pain at 20 degrees on the right and at 60 degrees 
on the left. There was no sensory loss or change in reflexes 
noted. 

The patient was put to bed in the jackknife position, and 
pelvic traction with a 15 lb. weight was applied. On the 
day after admission, therapy was started with hot packs 
and massage to the low back, and the patient was given 
instruction in the first two steps of the progressive back 
program. The patient was considerably improved on the 
third hospital day. He was fitted with a canvas back sup- 
port and on the fourth day he was sent home to continue 
his rest and exercises there. 

The patient had his bed at home prepared in a jackknife 
position and was quite tamiliar with the exercise program. 
He was allowed to be up part of the day. In two weeks he 
was seen again, at which time he had slight discomfort in 
his back. He was standing straight. The straight leg signs 
showed pain at 50 degrees on the right; the left was nor- 
mal. There were no reflex changes or sensory losses. The 
patient was advised to continue his exercises and to begin 
to discontinue the use of the corset. 

Two months later the patient called and described a re- 
currence of his pain. He stated that he had discontinued 
doing his exercises two weeks previously because he was 
entirely free of symptoms. He was advised to spend two 
days in bed in the jackknife position and to resume the 
back exercises. The symptoms were relieved after two days, 
and the patient has been advised to continue a modified 
back exercise program indefinitely. 


Comment 


The need is great for agreement as to what con- 
stitutes a proper conservative program for hyper- 
extension derangements of the lumbar spine. In a 
recent article by Monro,* a conservative program 
is described as one including such things as manipu- 
lation and hyperextension, which is quite contrary 
to our feelings in this matter. Key,” in a discussion 
of disk lesions of the lumbar spine, described a 
conservative program as being one of time and rest. 
There is considerable wisdom in this idea, since 
most of the things that are done in a conservative 
program are directed towards local rest of the 
nerve root. However, one should be specific in set- 
ting forth the criteria of an adequate conservative 
program. Williams describes a conservative treat- 
ment as doing the following: (1) reducing the 
lumbosacral angle and thereby lifting the weight 
from the posterior structures at this site, (2) active- 
ly developing those muscles whose action is that of 
lumbosacral flexion, (3) passively stretching those 
muscles whose action is extension of the lumbo- 
sacral spine, and (4) maintaining correct postural 
attitudes in standing, walking, working, sitting, and 
sleeping. 

He sums this up with a phrase “Learn to live 
24 hours a day without a hollow in the lower part 
of your back.” It would seem to me that we could 


J.A.M.A., March 15, 1958 


do no less than agree on this as the proper con- 
servative program, and unless this method had 
been used, one would not be able to say that “con- 
servative measures failed.” 

Knowing what we do about the effect of postural 
control on the very common disabling condition 
that we have discussed, it seems that the preven- 
tive aspects should be stressed in schools and 
industry. Many school children are required to 
hyperextend the spine far beyond the limits of the 
structures there, thereby setting the stage for future 
disabling back conditions. The medical profession 
across the nation should take an interest in this 
part of the school program the same as they take 
an interest in such procedures as immunization and 
correction of defective sight and hearing. 

The medical profession should also agree on these 
‘things and work with industry so as to eliminate 
the many hazardous positions that workers are 
required to assume. We note, for instance, a work- 
er who operates a foot lever from a high stool or 
a stenographer who has been taught to hyperextend 
the spine. These positions, when they are assumed 
by people driving vehicles or airplanes, have the 
added hazard that comes from sudden bumps and 
shifting of positions. 


Summary 


A logical and effective program for a common 
type of low back condition, which may be called 
hyperextension derangement of the lumbar spine, 
has been used in a typical general community hos- 
pital. We believe that this program should be 
studied and agreed on by all physicians called on 
to treat these cases. Fewer patients will then be 
required to undergo surgery, and the medical pro- 
fession will be able to exert a beneficial influence 
for the public health by working with the schools 
and industry in prevention of this type of disease. 

326 N. Ingalls St. (Dr. House). 
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Plasma is the best substitute available for whole 
blood transfusion in a variety of clinical conditions, 
such as hypovolemic shock and the chronic de- 
pletion in blood volume which occurs in protracted 
gastrointestinal diseases and severe burns. Other 
important uses of plasma lie in parenteral protein 
feeding and in the correction of some defects in 
the clotting mechanism. 

During World War II, it was learned that the 
virus of serum hepatitis from human carriers was 
being disseminated in pools of plasma and was 
producing serum hepatitis in a high percentage of 
the recipients.’ This discovery discouraged the use 
of plasma and has been followed by a serious delay 
in the preparation of a safe plasma for civilian and 
military needs. Divergent efforts to circumvent this 
problem have consisted of attempts to destroy viral 
activity with chemicals, ultraviolet irradiation, or 
prolonged storage of liquid plasma at room tem- 
peratures; of a return to use of group-specific 
plasma; and of substitution of virus-free protein 
fractions of plasma and unnatural plasma-volume 
expanders. 

The use of ultraviolet irradiation was a costly 
failure, as evidenced by experience during the 
Korean war and subsequent laboratory and clinical 
investigations.” The addition of chemicals has yet 
to reach the stage of application. The use of group- 
specific plasma is a cumbersome expediency which 
introduces direct matching as a safety requirement 
and imposes production problems related prin- 
cipally to testing for sterility and to clarification 
procedures. Methods for preparation of fractions 
waste albumin and other proteins are impracti- 
cable for blood banks supplying community needs 
and inflict serious problems of cost for more cen- 
tralized programs. Moreover, fractions must be 
supplemented with other components of whole 
plasma in the treatment of patients. The defects 
and hazards of the unnatural plasma expanders 
permit only limited use. 

Present limitations on the storage of red blood 
cells and an increasing demand for concentrated 
cell preparations in the treatment of anemias have 
created a vast natural resource for blood plasma 
in an ever-growing number of hospital and com- 
munity blood banks, and much of this plasma is 
currently being wasted. Achievement of a good 
plasma product has lagged because of concern over 
ability to cope with the virus of hepatitis. Concur- 
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SERUM HEPATITIS 


Because of concern over ability to cope 
with the virus of hepatitis, much blood plasma 
is currently being wasted. The storage of 
liquid plasma at room temperature for six or 
more months eliminates activity of the virus 
of hepatitis. The method is simple and adapt- 
able to existing blood bank facilities, and it 
permits the pooling of plasma to avoid blood 
group (ABO) considerations. 


rently, a large amount of plasma which should be 
salvaged is being thrown away, due to lack of de- 
mand from physicians because of fear of hepatitis. 

The ideal blood substitute is one which most 
nearly approaches whole plasma in content, is free 
of bacterial and viral contamination and pyrogens, 
is low in antigenicity and incompatible antibody 
titer, and can be prepared without prohibitive costs 
in equipment and procedure. The method of prepa- 
ration should be adaptable for use in large and 
small operations in order to accommodate daily 
patient needs through the existing blood bank fa- 
cilities, as well as needs in local and national dis- 
asters. 

The University of Cincinnati Blood Transfusion 
Service has been supplying the plasma needs of a 
large community since 1941." After we had run 
the gamut from the use of large pools to small pools 
of six units, to the purchase of irradiation equip- 
ment, and finally to use of group-specific plasma 
in attempts to minimize the occurrence of hepatitis, 
our attention was drawn in 1951 to Allen's pro- 
posal that the storage of liquid plasma at room 
temperatures for six or more months inactivates 
the virus of hepatitis insofar as human transmis- 
sion of the disease is concerned.* 

Thus, there were strong incentives for investiga- 
tion of this method by subjecting it to prolonged 
clinical trial. An opportunity to regain the advan- 
tages of pooling and yet inactivate the virus of 
hepatitis was attractive, providing the other points 
of suitability of plasma could be maintained in the 
process. A program planned to determine the value 
of Allen’s method was begun in January, 1952. A 
preliminary report having been made elsewhere,” 
the purpose of this paper is to give the results of the 
completed investigation for the four-year period of 
January, 1953, to January, 1957. 
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Method 


Plasma was prepared from pooled blood of 30 
to 72 donors and stored at room temperatures (72 
to 95 F) for six months before release. All plasma 
was obtained from carefully screened donors, and 
the processing conformed to the standards of the 
National Institutes of Health, except that the re- 
quirement of ultraviolet irradiation was not em- 
ployed. Details of the method of preparation and 
of the pyrogen, bacterial, and hemoglobin controls 
are recorded elsewhere.” Bacterial contamination 
was detected in less than 1% of the plasma, human 
pyrogen tests were negative for all lots, and trans- 
mission of bacterial disease was not encountered. 

Storage was begun in January, 1952, the first lot 
was issued in July, and contact with recipients be- 
gan in January, 1953. It has taken a long time to 
accumulate enough data to be of value; plasma 
was requested infrequently because of the fear of 
hepatitis, and the group of patients subjected to 
this risk had injuries and diseases which often re- 
sulted in early death. 

The survey for incidence of jaundice began with 
a form letter and questionnaire sent to each re- 
cipient six months after transfusion. Later, a house 


Transfusion Data in Six Cases of Hepatitis 


Donors of Units of 
Case Units of Plasma* Plasma, No. Whole Blood 
1 32 1 
3 66 9 
2 49 1 
1 43 1 
1 76 4 
3 152 2 


* No two patients with hepatitis received plasma from same lot 


visit was made by a graduate nurse to confirm the 
information supplied. Detailed records were kept, 
and the data were tabulated. 


Data and Results 


In the entire study there were 1,638 recipients 
of plasma from pools with a donor population of 
5,486. There were 556 early deaths, leaving 1,082 
persons believed still living and available for follow- 
up study. Data were obtained for 845 of these. The 
donor population of the whole blood received by 
the group of 845 totaled 1,991, while the donor 
population of the plasma totaled 5,447. The donor 
exposure remained high in the 845 followed pa- 
tients because the survivors received transfusions 
from all but one of the pools of plasma. Six per- 
sons of the 845 developed jaundice. Recipients 
were then divided into two groups: group | re- 
ceived plasma and whole blood; group 2 received 
plasma only. 

Results in Group 1.—In group | there were 1,150 
recipients of plasma from pools with a donor popu- 
lation of 5,352. These patients also received 4,059 
units of whole blood. There were 401 deaths, leav- 
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ing 749 for follow-up. Contact was made with 563. 
These 563 patients were exposed to a plasma donor 
population of 5,352 and to 1,991 units of whole 
blood. The six who contracted jaundice were in 
this group. 

The cause of hepatitis in these six can only be 
surmised, since each received whole blood and 
plasma (see table). They received 1, 9, 1, 1, 4, and 
2 units of blood, respectively, and 1, 3, 2, 1, 1, and 
3 units of plasma. No two of the patients with 
jaundice received plasma from the same lot. Of 72 
patients followed who received plasma from these 
same lots, none contracted hepatitis. 

The hepatitis occurred in a group of 845 fol- 
lowed patients who received 1,991 units of whole 
blood, an incidence of infectivity of 0.30%, which 
could be expected from the whole-blood exposure. 
The group of 845 was also exposed to plasma of 
5,447 donors. If the plasma were responsible, the 
incidence of infectivity would be 0.11%. This figure 
is contrary to all experiences with untreated or 
irradiated pools of plasma, being even lower than 
that encountered with group-specific plasma or 
whole blood. 

Analysis of results to this point indicates that the 
blood was most likely responsible for the jaundice 
and that strong evidence exists that the stored 
plasma can be used with reasonable safety. 

Results in Group 2.-The most positive informa- 
tion concerning the safety of this plasma comes 
from analysis of results in recipients of plasma only. 
In this group there were 488 recipients of plasma 
from pools with a donor population of 5,157. There 
were 155 deaths, leaving 333 for follow-up. Data 
were definite in 282. Among these, no jaundice 
occurred, although the patients were exposed to 
plasma of 4,892 donors. Here, 89% of the entire 
plasma-donor population is converted to donor- 
exposure of 282 recipients who were followed. 
None received whole blood and none developed 
hepatitis. 

These results were substantiated by a review of 
charts of patients with hepatitis in Cincinnati hos- 
pitals. This review failed to produce a single re- 
cipient of plasma who had developed jaundice and 
who had escaped the follow-up. 


Comment 


This study shows that the method of Allen is a 
practicable and effective solution to the plasma- 
hepatitis problem. The inability to detect hepatitis 
in 282 recipients exposed to the plasma of 4,892 
donors is in sharp contrast to all previous experi- 
ences with untreated and irradiated pooled plasma, 
in which the infectivity has ranged from 1% in 
small pools of six or eight up to 22% in larger 
pools.° In addition to the effect on the virus of 
hepatitis, the method has permitted a return to 
pooling and has removed the limitations imposed 
by the use of group-specific plasma, a program 
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which had been adopted by force of necessity be- 
tween 1949 and 1952. The introduction of direct 
matching as a safety requirement had eliminated 
one of the most important advantages of plasma, 
use in the treatment of shock while waiting for 
whole blood to be matched. 

During the time of this study, adequate clinical 
experience has been gained in the department of 
surgery of the University of Cincinnati to attest to 
the suitability and effectiveness of this plasma. In 
the laboratory no new problems in sterility and 
pyrogen controls are introduced. Plasma which is 
kept sterile and free of pyrogens during the proc- 
essing will remain so for an indefinite period in the 
standard final containers. Less than 1% of the 
plasma prepared during the time of this study was 
discarded due to bacterial contamination. Human 
pyrogen tests were negative for all lots, and trans- 
mission of bacterial disease was not encountered. 
The alteration in albumin induced by storage of 
plasma as a liquid for months is minor.” There is 
no apparent effect on the clinical response. 

Much of the value of Allen’s method lies in 
its simplicity, making it possible for many blood 
banks to salvage plasma from outdated blood which 
is now being wasted. In the event of need for large 
stockpiles for use in mass casualties, plasma stored 
as a liquid for six or more months can be frozen 
and dried and kept indefinitely. 


Summary 


In a clinical trial which exposed 282 patients to 
the plasma of 4,892 donors, the storage of liquid 
plasma at room temperatures for six or more months 
eliminated activity of the virus of hepatitis. This 
plasma is now being given to patients without con- 
cern for the transmission of serum hepatitis. The 
method is simple and adaptable to existing blood 
bank facilities, and it permits the pooling of plasma 
to avoid blood group (ABO) considerations. In its 
use, ordinary safeguards should be employed to 
insure the other requirements for suitability of 
plasma. 
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RACTURES OF NECK OF FEMUR.—In routine hip fractures a successful 


hip-nailing is more desirable and gives a better end-result than a replacement 
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prosthesis. However, we feel that in certain selected cases of neck fractures, 
the nailing of the hip by the conventional method carries a calculated risk with it 
insofar as undesirable results are concerned. . . . The advantages of [the insertion of 
an endoprosthesis] as a primary procedure include early ambulation, reduction of 
hospital stay, reduction in the cost of the injury, reduction of complications, and 
easier nursing care. All patients were operated upon by the posterior approach, with 
no major complications. Most of our patients have been able to take care of them- 
selves in their homes, using a cane as an aid.—A. A. Savastano, M.D., L. A. Sage, 
M.D., and Vincent Zecchino, M.D., Treatment of Fresh Fractures of Neck of 
Femur with Intramedullary Stem Prostheses, A. M. A. Archives of Surgery, Decem- 


ber, 1957. 
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Between Jan. 1 and May 31, 1952, information was 
obtained on the smoking habits of 187,783 white 
men between the ages of 50 and 69 who were then 
traced through Oct. 31, 1955. During this period 
of time, 11,870 of the men died. The total experience 
covered 667,753 man-years. As described in part 1 
of this paper,’ we found that the total death rate 
(from all causes combined) was much _ higher 
among men with a history of regular cigarette smok- 
ing than among men who had never smoked ciga- 
rettes regularly and that the death rate increased 
with amount of cigarette smoking. Part 2 of 
this study is concerned with death rates from spe- 
cific causes in relation to smoking. Causes of death 
were ascertained from death certificates, but in 
every instance that cancer was mentioned we 
wrote to the doctor, hospital, or tumor registry to 
obtain more detailed information. 

Cause of death as stated on death certificates is 
subject to error, particularly when the doctor who 
signs the certificate has little or no opportunity to 
study the patient before death and no autopsy is 
performed. We were pleased to find that the diag- 
nosis was confirmed microscopically in 79% of the 
deaths ascribed to cancer and that in the majority 
of the remaining 21% the evidence was such as to 
leave little doubt that death was due to this disease. 
However, even in microscopically verified cases 
there is sometimes doubt as to the exact primary 
site, especially when the disease has already spread 
widely by the time of first diagnosis. A somewhat 
analogous situation seems to exist in deaths as- 
cribed to diseases of the heart and circulatory sys- 
tem; that is, many patients suffer from two or more 
ailments in this class of diseases, and it is some- 
times difficult to say which specific condition was 
the underlying or principal cause of death. Indeed, 
the wisdom of attempting to make such a distinc- 
tion has been questioned.’ 

For these reasons, we first made an analysis classi- 
fying the deaths into five broad categories: (1) 
cancer (International Statistical Classification of 
Diseases, Injuries and Causes of Death list numbers 
140-205), (2) heart and circulatory diseases, in- 
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FORTY-FOUR MONTHS 


The death rates from specific causes have 
been studied in relation to smoking habits in 
a group of 187,783 men between the ages 
of 50 and 69. During the period of the study 
11,870 of these men died. For microscopical- 
ly proved cases of cancer as well as for the 
total cases reported as cancer it was found 
that the death rates were higher among regu- 
lar cigarette smokers than among men who 
never smoked, that the mortality ratio in- 
creased with the number of cigarettes smoked 
per day, and that the death rates were higher 
among pipe and cigar smokers than among 
men who never smoked. A total of 7,316 
deaths occurred among regular cigarette 
smokers, an excess of 2,665 over the 4,651 
that would have occurred had the age-specific 
death rates for smokers been equal to that 
for nonsmokers. Coronary disease accounted 
for 52.1% of the excess; lung cancer ac- 
counted for 13.5% and cancer of other sites 
likewise for 13.5%. An extremely high asso- 
ciation between cigarette smoking and death 
rates for men with lung cancer was found in 
rural areas as well as in large cities. The most 
important finding of this study was the high 
degree of association between cigarette 
smoking and the total death rate. 


cluding vascular lesions of the central nervous sys- 
tem (international list numbers 330-334 and 400- 
468 ), (3) pulmonary diseases, including pulmonary 
tuberculosis, asthma, influenza, pneumonia, bron- 
chitis, and other pulmonary diseases but excluding 
neoplasms (international list numbers 001-002, 241, 
480-502, and 520-527), (4) all other diseases, and 
(5) accidents, violence, and suicide (international 
list numbers E800-E999 ). 


General Findings 


Table 1 shows the number of deaths and death 
rates per 100,000 man-years for (1) men who never 
smoked; (2) men with a history of regular cigarette 
smoking, many of whom also smoked cigars and 
pipes; and (3) all other subjects, including pipe 
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smokers, cigar smokers, and occasional smokers who carried one significant figure beyond what is shown 
had never smoked cigarettes regularly. Table 2 on these tables. The expected number of deaths 
shows the number of deaths and death rates for was then rounded off to the nearest whole number. 
men with a history of regular cigarette smoking Significance tests were based upon the chi-square 
only who in 1952 were smoking cigarettes regularly test, with expected values computed from the com- 
in the following amounts: (1) less than one-half bined age-specific death rates for the nonsmokers 
pack of cigarettes a day, (2) one-half to one pack and the smoking group in question. Table 3 shows 
of cigarettes a day, and (3) one pack or more of the observed and expected number of deaths for 


TaBLE 1.—Number of Deaths and Death Rates Per 100,000 Man-Years by Cause of Death and by Age at Start of Study 
for Men Divided into Three Groups by Smoking History® 


Age Group, Yr 
53-59 60-64 65-69 Observed Vs. Expectedt 
Smoking No.of Death No. of Death No. of Death No. of Death - 
Cause of Death History Deaths Rate Deaths Rate Deaths Rate Deaths Rate Observed Expected Ratio 
Total: all causes None 218 375 1,139 438 75 613 1,644 1.0 
Cigarette 1.633 7 > O40 1.699 016 1,627 4,013 7,316 4,651 1.57 
Other rma) 1,2 3,170 2,910 2.68 1.14 
Cigarette 4 1.460 741 
Other WH 3 400 
1,951 


Heart and circulatory diseases None 
2,632 59% 2,904 


Cigarette 


Other 2 S72 1,663 


Coronary artery disease ... None ‘ 4 ) 3 - 33 7 1,247 
Cigarette 92 1,754 
Other 


Other heart diseases . None 
Cigarette 
Other 


Cerebral vascular lesions None 
Cigarette 

Other 

Other circulatory diseases .... None 
Cigarette 

Other 

Pulmonary diseases seit None 
(except neoplasms) Cigarette 

Other 


Other diseases Se 
Cigarette 
Other 


Gastrie ulcer ... None 
Cigarette 
Other 
Duodenal ulcer . ‘ None 
Other 3 7 5 ll 
14 
30 


Cirrhosis of liver None 
Cigarette 
Other ) 5 18 

162 


Iso 


Miscellaneous None 
Cigarette 
Other 3 i7 112 
Accidents, violence, and suicide. None 108 : 137 
Cigarette 3 138 
Other : 4 2 45 11s ISD 


“None” refers to no history of smoking: “cigarette” refers to regular smoking of cigarettes (including additional cigar or pipe smoking); and 
“other” refers to vecasional smoking, cigar smoking, and pipe smoking but no regular cigarette smoking 
+ Calculated by applying the age-specific death rates of men who never smoked to the man-years of exposure to risk of men in each of 
the other groups 


cigarettes a day. On each of these tables is shown (1) men with a history of occasional smoking only, 
the number of deaths which would have occurred (2) men with a history of pipe smoking only, and 
among the men in a particular smoking group if (3) men with a history of cigar smoking only. 

their age-specific death rates had been the same as The death rates from accidents, violence, and 
for men who never smoked. This is designated as suicide were about the same for men with a history 
the “expected” number of deaths, while the number of regular cigarette smoking as for men who never 
which actually occurred is designated as the “ob- smoked (fig. 1). The observed number of deaths 
served” number. Also shown is the ratio of observed from these causes among cigarette smokers was 363, 
to expected number of deaths (i. e., the mortality compared with 385 expected deaths, a difference 
ratio). All of the computations were based on rates of 22. This difference is not statistically significant 


1.13 
709 - 1.00 
3,361 1,973 1.70 
1,227 1,112 1.10 
37 112 39 140 238 148 1.00 ; 
1] 77 131 109 131 173 129 318 413 125 1.18 
114 7s 175 103 230 1.13 
is 31 32 115 14 1.00 
71 12% 152 177 437 428 1.30 
1 4 ) 112 lf 161 422 63 1.25 
7 l 10 yi 17 7s 37 Low 
48 31 68 4s 118 173 97 1.78 
7 17 lo 15 3 ow 0.93 
) 13 2 37 97 77 is 1.60 
= “4 4 140 49 176 52 238 175 1.00 
174 110 122 1 49 124 806 669 1.29 
62 134 65 146 112 293 276 1.08 
0 0 1.00 
11 27 46 Inf 
> ) 5 0 Inf 
13 5) 2.16 
6 97 15 
9 2 a3 48 1.98 
9 4 29 23 1.26 
1.00 
ow 
0.838 
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(p=0.22). We divided this category into two The deaths of 4,593 cigarette smokers were at- 
groups of deaths: (1) suicide and (2) accidents tributed to diseases of the heart and circulatory 
and violence. Neither of these two groups showed system, as compared with 2,924 expected deaths, a 
a statistically significant association with smoking difference of 1,669. The mortality ratio was 1.57 
habits. (fig. 1). The mortality ratio for these causes in- 

In contrast, 1,460 men with a history of regular creased with amount of cigarette smoking from 1.27 
cigarette smoking died of cancer, compared with for under one-half pack a day to 1.74 for one-half 
an expected 741 deaths (had the age-specific death to one pack a day and to 1.95 for one pack or 


TasLe 2.—Number of Deaths and Death Rates Per 100,000 Man-Years by Cause of Death and by Age at Start of Study 
for Men with History of Regular Cigarette Smoking Only 


Age Group, Yr 
50-54 55-59 60-04 65-69 Observed Vs. Expected* 
No. of Deaths 


Packs No. of Death No. of Death No. of Death No. of Death — 
Cause of Death Per Day Deaths Rate Deaths Rate Deaths Rate Deaths Rate Observed Expected Ratio 
<% 937 110 1,305 131 2,298 141 3,849 $70 350 1.34 
\%-1 443 1,128 551 1,875 182 2,875 357 4,441 1,833 1,081 1.70 
421 1,408 428 2,289 300 3,280 177 4,714 1,326 658 2” 


20 213 33 392 27 474 23 628 103 1.87 
%-1 74 189 113 385 79 471 66 821 332 173 1.92 
1+ 71 238 105 62 85 929 ay | 1,358 312 1 4 


Heart and cireulatory diseases <%& 47 501 58 688 “4 1,473 93 2,539 2R2 299 1.27 
\%-1 278 708 342 1,164 318 1,897 236 2,936 1,174 675 1.74 
1.95 


883 252 1,348 174 1,903 102 2,716 7M 41m) 


S60 


Coronary artery disease ..... 35 373 d 
%-1 213 543 258 878 235 1,402 158 1,966 in| $54 
679 199 1,065 129 1,411 73 1,944 604 275 


Other heart diseases ......... <% 6 64 4 47 15 263 12 328 37 32 1.16 
%-1 28 71 42 1438 31 185 28 348 129 a" 1.30 
97 22 118 19 208 11 293 81 61 1.33 


32 263 
%-1 23 59 36 123 40 239 41 510 140 a 1.44 
90 208 2 


Cerebral vascular lesions .... 


Other circulatory diseases ... 


Pulmonary diseases ............ 2 2 5 
(except neoplasms) 2 ~ 


<% 0 0 0 1 Is 2 1.50 
5 13 2 7 6 36 2 1 6 
1+ 3 10 3 16 2 22 p 1K 4 2. 
Cirrhosis of liver ........ccce- <% 1 11 2 24 3 3 1 27 7 2.33 
\o-1 9 23 6 20 1 6 3 37 19 i 1.90 
1+ 9 30 6 32 2 22 1 27 1s 6 3.00 
Miscellaneous <% 10 107 9 107 y 158 273 3s 33 
\%-1 39 99 30 102 35 209 20 249 124 107 1.16 
1+ 31 104 22 118 16 175 6 160 75 67 1.12 


Accidents; violence, and suicide <* 8 85 6 71 35 21 2 
28 71 35 119 19 113 13 162 1.03 
1+- 27 90 25 134 10 109 6 160 a oY 1.15 


* Caleulated by applying the age-specific death rates of men who never smoked to the man-years of exposure to risk of men in each ot 


the other groups. 


rates due to cancer of these men been the same as more a day (table 2). For cigar smokers, there 
those of men who never smoked). The mortality were 620 observed deaths from heart and circula- 
ratio was 1.97 (fig. 1). The mortality ratio for can- tory diseases, compared with 492 expected deaths 
cer increased with the amount of cigarette smoking (mortality ratio, 1.26). This difference is statisti- 
from 1.87 for men smoking under one-half pack cally significant (p < 0.001). For pipe smokers, 
a day to 1.92 for men smoking one-half to one there were 485 observed deaths and 454 expected 
pack a day and to 2.94 for men smoking one pack deaths. This difference is not statistically significant 
or more a day (table 2). Both pipe smokers and (p=0.25). 

cigar smokers had higher death rates from cancer Only 338 of the 11,870 deaths were attributed to 
than men who never smoked, the mortality ratios pulmonary diseases other than lung cancer. These 


being 1.44 and 1.34 respectively (table 3). showed a high degree of association with cigarette 


re 
: 
1.29 
1.89 
20 
x 
32 0 0 5 
%-1 4 36 5 109 
1+ 20 12 72 I 7 7 
4 7 37 112 $1 
7 77 5 22 1.96 
133 13 18 
1+ 6 1.67 
1] 117 12 142 11 3.64 
138 46 15 410 51 
1+ 47 157 157 4s 33 38 1.34 
< 35 187 2] 290 6 175 123 1.42 
0 1 12 0 76 1.50 
1+ 6 ng 0 Inf 
4 13 4 2 25 17 
2] 1 11 é ( Inf 
| 
‘ 
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smoking. A total of 231 deaths of cigarette smokers well as for the total group: 1. In every age group, 


were attributed to pulmonary diseases, as compared the death rates of the men with a history of regular 
with only 81 expected deaths (mortality ratio, cigarette smoking were higher than the death rates 
2.85). For men smoking one or more packs of ciga- of men who never smoked. 2. The mortality ratio 


rettes a day, the mortality ratio was 3.64. The death increased with the number of cigarettes smoked per 


TaBLE 3.—Observed Versus Expected® Number of Deaths by Cause for Men with History of Occasional Smoking Only, Pipe 
Smoking Only, and Cigar Smoking Only 


Occasional Only Pipe Only Cigar Only 


(C'ause of Death Observed Expected Ratio Observed Expected Ratio Observed Expected Ratio 
Total: all causes 1.09 774 694 1.1 
Cancer 115 43 1.24 155 10s 1.44 160 119 
101 1.05 is 1.07 6 
7 1.01 12 302 $24 


761 


Heart and cireulatory diseases 
mary artery disease 


heart diseuses 1.11 70 6 


ral iscular lesions 7 


Other circulatory diseases Ww 1: 0.77 10 


Pulmonary diseases (excluding neoplasms) } 11 264 


Gastrie uleetr 
Duodenal ulcer 3 3 1.00 3 G7 4 0 
Cirrhosis of liver i 1.17 ( 7 

Miscellaneous Li 6 0.9 


\ccidents, and suicide 44 0.77 0.8 4) 0.73 


violence, 


to the man years of exposure to risk of men in each of the 


*Caleulated by applying the aye-specifie death rates of men who never smoked 
other groups 


rate from pulmonary diseases was higher for both day. 3. The death rates for pipe and cigar smokers 


pipe and cigar smokers than for men who never were higher, on the average, than the death rates 
smoked; but there were not many cases, and these for men who never smoked. 
differences were not statistically significant. Considering only microscopically proved cases, 
Deaths attributed to all other causes combined the mortality ratio was 1.92 for all men with a 
(including uncertain or unknown cause of death ) history of regular cigarette smoking. For men with 
accounted for less than 10% of the 11,870 deaths. a history of regular cigarette smoking only, the 
This group, taken as a whole, showed some associa- mortality ratio rose from 1.67 for smokers of under 
tion with cigarette smoking, as indicated by the one-half pack of cigarettes a day to 1.82 for smok- 
mortality ratio 1.29 (see fig. 1). As will be shown ers of one-half to one pack a day, to 2.86 for 
later, a few diseases in this category account for smokers of one to two packs a day, and to 3.31 


most of this relationship. for smokers of two packs or more a day. Both for 


Cancer Pulmonary 
Diseoses 

5 300- (EXCEPT CANCER) 
Malignant neoplasms were mentioned on 2,326 2.88 


death certificates, and in each instance we wrote to 
the doctor, hospital, or tumor registry for further | = Concer 
Circulotory 


information. We sought similar information on 24 
cases in which death was attributed to a benign 
neoplasm. Replies were received for 2,242 (95%) 


All Other 
Oiseases 


Accidents, 
Violence, 


MORTALITY RATIO 


Suicide 
of the cases. Five cases recorded as benign neo- 
plasm on the death certificate were found to be wel. 100 fsa} 100 
malignant tumors of the brain, and six cases re- | ~ 
corded as cancer were found not to be cancer on oe 
the basis of further evidence. Making use of this 2% 
data, we classified 2,249 (18.9%) of the 11,870 
deaths in the study as due to cancer and an addi- 
tional 75 as due to some other cause with cancer EXPECTED 123 365 1088 2924 288 741 30 6: 175 820 
present. Of the 2,249 cancers to which death was Fig. 1.—Mortality ratios by major causes of death. Ratios 


attributed, 1.780 (79%) were microscopically for ct po are compared with those for men who 
never smoked, 


proved, 381 were not microscopically proved, and 


88 may or may not have been microscopically all cases and for microscopically proved cases, the 
proved (i. e., information from death certificate mortality ratios in the last two years of the study 
only ). (November, 1953, through October, 1955) were in 

The general findings for cancer are shown in close agreement with the mortality ratios in the 
tables 4, 5, and 6. The following statements can earlier part of the study (January, 1952, through 


be made for the microscopically proved cases as October, 1953). 


73 1.27 101 77 1.31 
ee 17 0.59 19 17 1.12 
23 13 1.77 Is 1.29 
ot — 71 1x ~ 1.08 
nf 
1 
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The deaths due to cancer were divided into six 
groups (see fig. 2) by primary site (plus a seventh 
group, primary site unknown). Of those with pri- 
mary site specified, by far the highest association 
with cigarette smoking was found in primary can- 
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Lung Cancer.—Primary cancer of the lung was 
recorded as the cause of 448 deaths. Only 15 of 
these men had never smoked, and 8 had smoked 
only occasionally. Three hundred ninety-seven 
deaths attributed to lung cancer occurred among 


TasBLe 4.—Number of Cancer Deaths and Death Rates Per 100,000 Man-Years by Age at Start of Study for Men Divided 
into Three Groups by Smoking History® 


No. of 
Deaths 


Smoking 
History 
None 35 
Cigarette 276 
Other 


Rate Deaths 
105 
189 


14 


Primary Site of Cancer 

Total: cancer 

(with or without 

microseopie proof) 
None 1 
Cigarette 83 
Other 
None 
Cigarette 
Other 


Lung 


Lip, tongue, 
mouth, pharynx, 
larynx, esophagus 

None 

Cigarette 

Other 


None 
Cigarette 
Other 


Genitourinary system 


Digestive system 
(except 
esophagus) 

None 

Cigarette 

Other 


Lymphatie and 
hematopoietic 
system 

None 

Cigarette 

Other 

None 

Cigarette 

Other 

None 

Cigarette 

Other 


Other specifie sites 


Unknown primary site 


Total: cancer 

(with mieroseopic 

proof) 

None 
Cigarette 
Other 
None 
Cigarette 
Other 


Bronchogenie 
(except 
adenocarcinoma) 


Bronchogenie, 
adenocarcinoma 


None 
Cigarette 
Other 
None 
Cigarette 
Other 


None 
Cigarette 
Other 
None 
Cigarette 
Other 
None 
Cigarette 
Other 
None 
Cigarette 
Other 


Lip, tongue, 
mouth, pharynx, 
larynx, esophagus 


Genitourinary system 


Digestive system 
(except 
esophagus) 

Lymphatie and 
hematopoietic 
system 


Other specifie sites 


Unkoows primary site 


Age Group, Yr. 


55-59 


Death No.of Death No. of 
Rate 


197 
358 
242 
9 
117 
a4 


Observed Vs. Expectedt 

- No.of Deaths 

Death No.of Death — - 
Rate Deaths Rate Observed Expected Ratio 
241 91 416 1.00 
326 1.97 
362 216 1.33 


65-69 

Deaths 
67 
428 


161 


258 
1,460 
531 


741 


1.00 
10.73 
1.00 
5.06 
3.33 
1.00 
1.77 
1.39 
1.00 
1.35 
1.36 
1.00 
1.23 
1.02 


BS Ko & 


nm 


21 


° “None” reters to no history of smoking; “cigarette” refers to regular smoking of cigarettes (ineluding additional cigar or pipe smoking); and 
“other” refers to occasional smoking, cigar smoking, and pipe smoking but no regular cigarette smoking. 
+ Calculated by applying the age-specific death rates of men who never smoked to the man-years of exposure to risk of men in each of 


the other groups. 


cer of the lung, the next highest group being the 
following sites combined: lip, tongue, floor of 
mouth, pharynx, larynx, and esophagus. Consider- 
ing microscopically proved cancer of all specified 
primary sites other than those just mentioned, the 
mortality ratio for men with a history of regular 
cigarette smoking was 1.28, and the mortality ratio 
for smokers of one pack or more a day was 1.61. 


men with a history of regular cigarette smoking, 
as compared with 37 expected deaths, giving a 
mortality ratio of 10.73. Only 18 of these deaths 
occurred among men who smoked pipes only and 
7 among men who smoked cigars only. Among men 
with a history of cigarette smoking only, the death 
rate increased rapidly with current amount of 
smoking. 


= 112 = 
3 3 9 41 
nie: 57 141 108 136 70 173 
3 2 6 1 2 
11 2 28 37 21 52 
3 9 7 5 114 
32 29 47 39 69 91 70 173 
10 13 28 2 52 136 
16 48 33 100 32 115 36 164 
85 58 124 108 142 188 15 284 
37 58 114 180 97 254 
1 24 13 47 8 37 
30 1 44 37 35 46 4 1 
13 28 12 27 28 
6 18 12 87 14 6 27 1.00 
1s 36 30 25 33 12 30 0.99 
7 17 13 oR 13 29 10 26 43 41 1.05 
1 3 0 0 1 { 5 23 7 1.00 
12 10 34 12 30 62 16 8.88 
1 3 4 7 16 10 # 12 1.67 
s4 6 170 55 198 69 315 208 1.00 
295 14 363 30? 348 {61 24 558 1.160 605 1” 
33 81 98 211 131 294 150 393 412 221 1.28 
0 0 1 3 0 0 3 4 1.00 
61 42 102 85 105 37 279 31.00 
3 7 9 19 6 M4 8 21 7 3.71 
1 3 0 0 0 0 1 5 1.00 
7 5 13 5 2 5 6 4.33 
0 0 2 4 1 2 1 8 3 1.33 
1 3 1 3 0 0 2 9 1.00 
8.5. tae 16 n 23 19 25 33 20 49 12 7.00 
3 7 6 13 9 20 8 21 6 4.33 
1 3 7 9 32 21 1.00 
25 17 37 31 59 78 56 138 93 1.90 
4 10 22 49 35 62 1.16 
ee uW 12 28 85 29 104 29 133 100 1.00 
70 18 108 113 150 74 365 1 28 
; 9 2 44 95 6 148 65 170 184 14 1.19 
5 15 8 40 7 32 a1 1,00 
16 39 33 30 40 20 419 113 1.26 
ant 7 17 12 26 9 20 52 4s 47 1.2 
6 18 33 5 18 5 23 27 1.00 
15 10 33 28 29 9 29 79 0.89 
6 1b 2 2 27 9 4 39 10 0.98 
é 
0 0 0 0 1 4 1 2 tee 1.00 
7 5 7 16 | 6 15 37 5 7.40 
1 3 2 4 6 5 13 3 4.33 
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TABLE 5.—Number of Cancer Deaths and Death Rates Per 100,000 Man-Years by Age at Start of Study for Men with History 
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of Regular Cigarette Smoking Only 


Age Group, Yr 


59-59 65-69 Observed Vs. Expected* 
No. of Deaths 
Packs No. of Death No. of Death No. of Death No. of Death 
Primary Site of Cancer Per Dav Deaths Rate Deaths Rate Deaths Rate Deaths Rate Observed Expected Ratio 
Total: cancer (with or <i 13 33 23 628 10 1.87 
without microscopic \%-1 74 189 113 385 74 471 329 1.9 
curds 1+ 71 238 105 1,358 31 04 
Lung 6 6 7 191 am 
19-] 41 3 1 1 Is st 10.50 
1+ 45 17 1 R46 17 3.40 
Lip, tongue, <% 21 1 7 7) 
mouth, pharynx, 14-1 10 8 7 42 4 6.00 
larynx, esophagus ...... 1+ 3 10 7 7 1 7.67 
Genitourinary <3 4 43 9 RS ) 137 i 1. 


Digestive system 


(except oR 1 Wm 17 101 
esophagus) ........... 1+ 14 47 10 J 1 
Lymphatie and <b 2 "1 ‘ 71 ? 3 1 7 
hematopoietic 14-1 9 34 4 7 
Other specific 0 36 ( ( 


Unknown primary 


site 


Total: cancer lf 17¢ 297 1 ~ 
(with microscopic 135 327 4 “ 
proof) 14 61 87 465 77 

Bronchogeniec, ‘ 1 12 ( 0 0 


adenocarcinoma 


, tongue 1 12 
mouth, pharynx, 4 10 6 20 ) 6 
larynx, esophagus 14 4 44 8 91: 


Genitourinary 
system 


Digestive system 


esophagus l ] 17 19 l 
Lymphatie and 4 35 
hematopoietic 34 


system 
Other specific 


sites 


Unknown primary 
site 


death rates of men who never smoke man-years of 


Calculated by 
the other groups 


applying the age-specific 


exposure 


to r 


men in e@ 


TABLE 6.—Observed Versus Expected® Number of Cancer Deaths by Primary Site for Men u 
ing Only, Pipe Smoking Only, and Cigar Smoking Only 


ith History of Occasional Smok- 


Occasional Only Only 


Primary Site of Cance Observed Expected Ratio Observed Expected Ratio 
Total: cancer (with or without microscopic 
115 1.24 lo. 10s 1.44 
Lip, tongue, mouth, pharynx, larynx, 
Genitourinary system " 1s 1.44 1.41 
Digestive system (except esophagus) 4) 4 1.17 ol 4s 1.27 
Lymphatie and hematopoietic systein 14 1: 1.4 7 l4 1.21 
Other specified sites 0.50 1.60 
Unknown primary site ....... 3 1.67 3 ; 
Total: cancer (with microscopic proof) 7 1.1 1.34 
Bronchogenic (except adenocarcinoma) 4 2.0) 1: 
Bronchogenic, adenocarcinoma <1 14 2 
Lip, tongue, mouth, pharynx, Larynx, 
esophagus 3 7 4 3.50 
Genitourinary system 19 14 1.3 i 18 1.17 
Digestive system (except esophagus) 35 6 0.97 41 4] 1.00 
Lymphatic and hematopoietic system 15 11 1.36 15 1 1.25 


Unknown primary site 


Observed 


li 


Expected 


lly 


18 
14 
12 
1 


Cigar Only 


Ratio 


1.34 


Loo 


1.34 
3.00 
1.11 


5.00 
1.06 
1.37 
0.71 
1.00 
8.00 


* Caleulated by applying the age-specific death rates of men who never smoked 
»ther groups 


to the man-years of exposure to risk of men in each of the 


81] 1.25 
71 1.42 
1 8 1.38 
31 1.19 
17 1.5 
4 7 0.71 
] 34 is 12 4 1.09 
1+ 1 3 10 ot 4 44 3 be 1s 1 1. 
1 4 1 44 a3 
1.67 5 
14? 1.82 
] ] 16.25 
] 
<1 
0 7 l 7" 
I 7 <1 7.78 
10.34 
1+ 7 23 11 59 14 158 
~ 1.14 
4 1.3 
7 1.14 
2” 1.18 
ts 44 7 14 
0 0 2 24 35 0 6 
1+ 1 : 14 M4 1.00 
2 10 7 4 l i 13.00 
1+ 3 10 0 0 2” l 97 6 <1 12.0 
= = 
7 7 
11 3.67 
27 1.17 
4 1.48 
il lt 0.09 
13 13 1.00 
1] 3 3.67 
129 
6 9 
1 <1 
10 
19 
63 
10 
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The 448 cases were further classified as follows: 
309 microscopically proved cases of bronchogenic 
carcinomas other than adenocarcinoma, 32 micro- 
scopically proved bronchogenic adenocarcinomas, 


Lung 

1073 

| 
5 Buccal, Pharynx, 
Lorynx, Esophagus oF 

sob 5.06 
ay 
7 
30F Specific and Digestive urinary 
tes 

177 
135 
100.099 100 100 100 100 1.00 


NEVER CIGARET NEVER CIGARET NEVER CIGARET NEVER CIGARET NEVER CIGARET NEVER CIGARET 


SMOKED SMOKED SMOKED SMOKED SMOKED SMOKED 
ops. 28 9 36 49 6 397 
EXP 2892 % 1006? 


Fig. 2.—Mortality ratios by sites of cancer. Ratios for 
cigarette smokers are compared with those for men who 
never smoked. 


1 myxofibrosarcoma, 93 cases in which diagnosis 
was based on x-ray or clinical evidence only, and 
13 cases in which the disease may or may not have 
been microscopically proved (i. e., information 
from death certificate only). 
Adenocarcinoma of the bronchus is considered 
separately because some investigators * have sug- 
gested that this form of lung cancer may be less 


TaBLE 7.-Number of Deaths and Age-Standardized Death 
Rates® from Lung Cancer by Smoking Habits 


Well-Estal- 
lished Cases 
(Exeluding 
Adenoecar- 
cinoma) 


Adenoear 
All Cases cinoma 


No.of Death No. of Death No. of Death 


Smoking Habits Deaths Rate Deaths Rate Deaths Rate 
Never smoked .......... 15 12.8 4 34 2 1.8 
Oceasional only ........ 8 19.2 5 11.9 1 2.3 
7 13.1 6 11.4 1 1.7 
Cigars and pipes ....... 3 7.3 2 4.9 0 d 
Cigarettes and other .. 148 7.7 103 67.0 12 7.3 
Cigarettes only ........ 249 127.2 162 78.6 4 61 

448 68.0 295 44.5 32 4.7 
Current daily cigarette smokingt 
95.2 13 1 3.3 
90 229.2 60 143.9 7 11.6 
27 264.2 22 217.3 0 


* Death rate per 100,000 man-years standardized to the age distribu- 
tion of the white male population of the United States as of July, 
194. 

+ History of cigarette smoking only. 


associated with smoking than are other forms. The 
findings, as shown in tables 4, 5, and 6, are consist- 
ent with this theory, but with only 32 cases we 
cannot be sure. Nevertheless, this form of broncho- 
genic carcinoma was highly associated with ciga- 
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rette smoking. Twenty-six of the 32 deaths occurred 
among men with a history of regular cigarette 
smoking, as compared with only six expected 
deaths. The difference of 20 deaths is statistically 
significant (p—0.05). 

Of the 309 microscopically proved cases (other 
than adenocarcinoma ), 295 were well established 
as being bronchogenic in origin. The diagnosis in 
the other 14 was less certain (e. g., diagnosis based 
on clinical and x-ray findings in the lung with can- 
cer proved by biopsy of a metastatic site). These 
14 uncertain cases, in all of which the patients 
were cigarette smokers, have been excluded from 
the group which will hereafter be described as 
well-established cases of bronchogenic carcinoma, 
excluding adenocarcinoma. 

Only four men who never smoked died of well- 
established bronchogenic carcinoma (excluding 
adenocarcinoma ). Since this is a small number to 
use as a basis for mortality ratios, we summarized 


75+ | 
75 
| 670 
| | 
= Pig 
so} 
« | 
. 
25} | 
| 
| 
| 
NEVER OCCASL CIGAR PIPE CIGARET CIGARET 
Smoked Only Only Only Only 6& Other 
No DEATHS 4 5 6 162 103 
No MEN 32,392 11,703 14,483 12,109 63.632 44136 
Fig. 3.—Age-standardized death rates due to well- 


established cases of bronchogenic carcinoma (exclusive of 
adenocarcinoma) by type of smoking as classified from life- 
time history. 


the findings, as shown in table 7, by computing 
death rates standardized to the age distribution 
of the white male population of the United States 
in 1954. Figure 3 shows the age-standardized death 
rates for well-established cases by tvpe of smoking 
(classified from lifetime history). The numbers at 
the bottom of this figure indicate the corresponding 
number of men who were enrolled in 1952. The 
rates were low for men who never smoked, occa- 
sional smokers, and cigar smokers. Pipe smokers 
had an appreciably higher rate. The rate for men 
with a history of regular cigarette smoking only 
was 23 times as high as the rate for men who never 
smoked. 

Figure 4 shows the rates for men with well- 
established cases (excluding adenocarcinoma) by 
amount of cigarette smoking for men with a history 


é 
: 
AS 
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of regular cigarette smoking only. The rates in- 
creased rapidly with amount of cigarette smoking. 
The age-standardized death rate for smokers of two 
or more packs a day was 217.3 per 100,000 per 
year. In contrast, the age-standardized death rate 
from microscopically proved cancer, all sites com- 
bined, was only 177.4 per 100,000 per year for men 
who never smoked. In other words, among smokers 
of two packs of cigarettes a day, the death rate 
from bronchogenic carcinoma alone is higher than 
the total death rate due to cancer of men who 
never smoked. 

As shown in figure 4, rates for men who had 
given up cigarette smoking were lower than the 
rates for men who were smoking cigarettes regu- 
larly at the time of questioning in 1952. Figure 5 
shows the age-standardized death rates (well- 
established cases excluding adenocarcinoma) for 
men with a history of regular cigarette smoking 
only, who had stopped smoking cigarettes in 1952, 


250 
200} 
< 
1439 
z 
° 
100) 
= 
593 
34 
° i J 
NEVER NONE OCCAS’L <1/2_1/2-1 1-2 2+ 
Smoked Pack Pack Pocks Paocks 
No DEATHS a 15 2 13 50 60 22 


No. MEN 32,392 10,095 322 7647 26,370 14292 3,100 


Fig. 4.—Age-standardized death rates due to well- 


established cases of bronchogenic carcinoma (exclusive of 


adenocarcinoma) by current amount of cigarette smoking. 


by previous daily consumption of cigarettes and 
by number of years since they had last smoked. 
The rate for men currently smoking less than one 
pack of cigarettes a day in 1952 was 57.6 per 
100,000 per year. Those who had previously smoked 
at this level but had given up smoking for from 
1 to 10 years was 35.5, and the rate for those who 
had given up smoking for 10 years or longer was 
only 8.3. The rate for men currently smoking one 
pack or more of cigarettes a day in 1952 was 157.1 
per 100,000 per year. Those who had previously 
smoked at that level but had given up smoking for 
from 1 to 10 years was 77.6, and the rate for those 
who had given up smoking for 10 years or longer 
was 60.5. 

The number of years of cigarette smoking, as 
well as the amount of smoking, seems to be of 
importance. The following figures include all deaths 
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from lung cancer. For men with a history of regular 
cigarette smoking only who were smoking less than 
one-half pack a day in 1952, the age-standardized 
death rate was 68 per 100,000 per year for those 
EX- CIGARETTE 
SMOKERS IN 1952 
~ 
STILL STOPPED STOPPED STOPPED 


SMORING SMOKING SMOKING SMOKING 


poe 198.0 
ex-cigareTte 
SMOKERS IN 1952 
© SMORING SMOKING SMORING SMOKING 
4 IN 1952 (TYR YRS 716 
576 561 605 
355 Beal 
NEVER Smoked Less Than Smoked | Pock 
SMOKED | Pack o Day or More a Doy 


Fig. 5.—Age-standardized death rates due to well- 
established cases of bronchogenic carcinoma (exclusive of 
adenocarcinoma ). Rates for men who have stopped smok- 
ing are compared with those for men who never smoked 
and those for men still smoking in 1952. 


who had smoked for less than 35 years and 139 
for those who had smoked for 35 years or longer. 
Among smokers of one-half to one pack a day, 
the rates were 84 for those who had smoked for 
less than 35 years and 105 for those who had 
smoked for 35 years or longer. For smokers of one 
to two packs a day, the rates were 93 and 252 re- 
spectively. For smokers of two packs or more a 
day, the rates were 138 and 293 respectively. 

As expected, the death rate due to lung cancer 
(well-established cases exclusive of adenocarcino- 
ma) was found to be higher in urban than in rural 
areas (table 8). The age-standardized death rate 
was 34 per 100,000 in rural areas, as compared with 
56 per 100,000 in cities of over 50,000 population. 


TaBLe 8.—Rates of Death Due to Lung Cancer, by Urban- 
Rural Classification, Standardized for Age and for Age and 
Smoking Habits 


Cities 
10,000. 
W),000+- 50,000 Towns Rural 

‘ 45,218 43,502 50,089 46,783 
Cigarette smokers, % 62.5 60.1 
Total lung cancer cases 

Death rate standardized for age 82 68 73 2 

Death rate standardized for age and 

for smoking habits pakiail 75 66 73 59 
Well-established* lung cancer cases 

Death rate standardized for age wb 46 48 34 

Death rate standardized for age and 


for smoking habits bst.sacceuieeene ‘ 52 44 43 39 


* Well-established cases of bronchogenic carcinoma, exclusive of 
adenocarcinoma 


However, cigarette smoking is more common among 
city dwellers than among men in rural areas. Stand- 
ardized for smoking habits as well as for age, the 
rate was 39 per 100,000 in rural areas and 52 per 
100,000 in cities of over 50,000 population. Thus, 
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when standardized for both factors, the rate was 
still 25% lower in rural areas than in large cities. 
This difference may be due to some factor produc- 
ing lung cancer associated with city life or to 
better case finding and diagnosis in cities than in 
rural areas. 
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TaBLe 9.—Number of Deaths from Cancer of Several Selected Sites by Smoking Habits 
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ratio was 18.00 in the first part of the study and 
31.50 in the second part of the study. Correspond- 
ing figures for well-established cases exclusive of 
adenocarcinoma are too unstable to make such a 
comparison, because of the small number of deaths 
due to this disease among men who never smoked. 


Site of Cancer Deaths Total 


Tongue .. 
Floor of mouth 


Pharynx 27 25 
Larynx 


Microseopienliy Proved Cases 


Type of Smoking 


Never Occasional Cigarette 
Smoked Only Only 
0 0 1 0 0 0 


Pipe Only Cigar Only Other* 


8 


* Two or three types of smoking. 


The rate of deaths due to lung cancer was low 
among men who never smoked cigarettes regu- 
larly and high among cigarette smokers in large 
cities, small cities, suburbs and towns, and rural 
areas (fig. 6). Whatever the urban factor may be, 
its effect on these rates is small as compared with 
the effect of cigarettes, as shown by the relative 
heights of the bars on this chart. 

A comparison was made between the findings 
in the first part of the study (January, 1952, through 
October, 1953) with the findings in the last two 
vears of the study (November, 1953, through Octo- 
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Fig. 6.—Age-standardized death rates due to well- 
established cases of bronchogenic carcinoma (exclusive of 
adenocarcinoma) by urban-rural classification. Rates for 
cigarette smokers are compared with those for men who 
never smoked regularly. 


ber, 1955). Considering all deaths reported as due 
to lung cancer, the mortality ratio of men with a 
history of regular cigarette smoking only was 9.64 
in the first part of the study and 14.30 in the second 
part of the study. For men with a history of regu- 
lar cigarette smoking only who were currently 
smoking one pack or more a day, the mortality 


However, the rate of deaths due to lung cancer 
was considerably higher in the last two years than 
in the earlier part of the study. Trends in the death 
rates and reasons for these trends were discussed 
in part 1 of this paper. 

Cancer of the Esophagus, Larynx, Pharynx, 
Mouth, Tongue, and Lip.—Tobacco smoke (or sali- 
va and bronchial secretions containing material 
from tobacco smoke) comes into direct contact 
with the lips, mouth, tongue, pharynx, larynx, and 
esophagus. The deaths of 127 subjects were attrib- 
uted to primary cancer of these sites (table 9). 
Only six of these men had never smoked, and three 
were occasional smokers. The other 118 had a 
history of regular smoking. One hundred fourteen 
of the 127 cancers were microscopically proved 
and only 4 of these were in men who never 
smoked. Considering microscopically proved cases 
only, the mortality ratio was 7.00 for men with a 
history of regular cigarette smoking (many of whom 
smoked pipes and cigars as well as cigarettes ), 5.00 
for men who smoked only cigars, and 3.50 for men 
who smoked only pipes. Still considering micro- 
scopically proved cases, 52 men had a history of 
regular cigarette smoking only, 7 had a history of 
regular pipe smoking only, 10 had a history of 
regular cigar smoking only, and 38 had a history 
of two or three types of smoking. The figures sug- 
gest that pipe and cigar smoking may be more 
important than cigarette smoking in relation to 
cancer of one or more of the sites included in this 
group, but the number of cases is not sufficient for 
a reliable evaluation of this point. 

Considering microscopically proved cases, out of 
34 deaths from cancer of the esophagus only 1 
was of a man who had never smoked, of 25 deaths 
from cancer of the pharynx only 2 were of men 
who had never smoked, and of 16 deaths from 
cancer of the tongue only 1 was of a man who had 
never smoked. No deaths of men who never smoked 
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were reported among 24 cases of cancer of the 
larynx, 14 cases of cancer of the mouth, and 1 case 
of cancer of the lip. 

Cancer of the Genitourinary System.—Tables 4, 
5, and 6 show a summary of the findings for the 
368 deaths from cancer of the genitourinary system, 
287 of which cases were microscopically proved. 
The mortality ratios for men with a history of regu- 
lar cigarette smoking were 1.77 for all cases and 
1.90 for microscopically proved cases. For smokers 
of one pack or more a day of cigarettes, the mor- 
tality ratios were 2.94 for all cases and 3.42 for 
microscopically proved cases. These ratios are sig- 
nificantly greater than 1.00 (p < 0.001 in both 
instances ). 

Of these 368 cases, 106 apparently originated in 
the bladder, 67 in the kidney, 185 in the prostate, 
and 10 in other parts of the genitourinary system 
(table 10). We say “apparently” because in many 
of these cases the tumor involved two or more of 
these organs, as well as other nearby structures, 
and the doctor sometimes expressed doubt as to the 
exact location of the primary lesion. 

Among men with a history of regular cigarette 
smoking, there were 59 deaths from microscopically 
proved cases of cancer of the bladder, as compared 
with 27 expected deaths, a difference of 32 deaths 
and a mortality ratio of 2.17. This difference is 
statistically significant (p—0.02). In cases of micro- 
scopically proved cancer of the prostate, there 
were 77 deaths among cigarette smokers, com- 
pared with 44 expected deaths (mortality ratio, 
1.75), and this difference is statistically significant 
(p=0.05). In cases of microscopically proved can- 
cer of the kidney, there were 35 deaths among 
cigarette smokers, compared with 22 expected 
deaths (mortality ratio, 1.58); this difference is not 
statistically significant (p—0.30). 

Cancer of the Digestive System.—There were 828 
deaths attributed to cancer of the digestive system 
(exclusive of the 42 cases of cancer of the esopha- 
gus), of which 649 cases were microscopically 
proved. The mortality ratio for men with a history 
of regular cigarette smoking was 1.35 for all men 
but 1.23 for men with microscopically proved cases. 
The sites to which the 828 cases were ascribed were 
stomach, 240; pancreas, 150; liver, gallbladder, and 
biliary passages, 70; colon, 226; rectum, 119; and 
other and uncertain sites in the digestive system, 23 
(table 10). 

The most striking association with cigarette 
smoking was for deaths ascribed to cancer of the 
liver, the mortality ratio being 4.52 for men with 
microscopically proved cases, The liver is one of 
the most frequent sites of metastases, and in many 
if not most of these cases there was doubt as to 
the primary site. 

There was a negative association between ciga- 
rette smoking and deaths ascribed to cancer of 
the colon (mortality ratio, 0.77), but this was not 


SMOKING AND DEATH RATES—HAMMOND AND HORN 1303 


statistically significant (p--0.43). There was no 
association between cigarette smoking and cancer 
of the rectum. The mortality ratio of cigarette 
smokers was 1.61 for men with cancer of the 
stomach and 1.50 for men with cancer of the pan- 
creas. In neither case was the difference between 
observed and expected deaths statistically signifi- 
cant (p=—0.12 and p=0.10 respectively ). 

Cancer of the Lymphatic and Hematopoietic 
System.—There were 227 deaths ascribed to cancer 
of the lymphatic and hematopoietic system. These 
included lymphosarcoma and reticulosarcoma, 66; 
Hodgkin's disease, 30; multiple myeloma, 32; leu- 
kemia, 88; and other, 11 (table 10). Leukemia 
showed no indication of an association with ciga- 
rette smoking. Hodgkin's disease, as well as lympho- 


TaBLeE 10.—Number of Deaths and Observed Versus Ex- 

pected® Deaths for Men with History of Regular Cigarette 

Smoking by Primary Sites of Cancer of Genitourinary, Di- 
gestive, and Lymphatic and Hematopoietic Systems 


Microscopically Proved Cases 


Observed Vs. Expected 
No. of Deaths 
Total - 
No. of Or Ex 
Site of Cancer Deaths Total served pected 

Genitourinary system 368 

Bladder 106 

Kidney 

Prostate 

Other 
Digestive system 

Stomach 

Pancreas 

Liver. gallbladder, 

and biliary passages 

Colon 

Rectum 

Other 
Lymphatic and hematopoietic 

system 


Lymphosarecoma and 


Hodgkin's disease ...... 

Multiple myeloma . 

Leukemia 73 

*Caleulated by applying the age-specific death rates of men 


never smoked to the man-years of exposure to risk of the men 
history of regular cigarette smoking 


sarcoma and reticulosarcoma, appeared to be asso- 
ciated with cigarette smoking, but in neither was 
the difference between observed and expected 
deaths statistically significant. For multiple mye- 
loma, the observed number of deaths among ciga- 
rette smokers was smaller than the expected num- 
ber (12 versus 18), but with so few cases, this 
difference is not statistically significant. 

Cancer of Other Sites.—There were 162 deaths 
from cancer of other specified sites, of which 145 
were of patients with microscopically proved cases. 
Taken as a group, these showed no association 
with cigarette smoking. The 162 cases consisted 
of brain, 74; pleura, 6; salivary gland, 9; other res- 
piratory diseases, 7; melanoma, 17; skin, 9; eye, 2; 
thyroid, 5; bone, 13; adrenal, 4; breast, 5; connec- 
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tive tissue, 5; and other sites, 6. None of these 
showed a statistically significant degree of associa- 
tion with cigarette smoking habits. 

Primary site could not be determined in 89 cases, 
52 of which were microscopically proved cancer. 
These deaths showed a high degree of association 
with smoking habits. 


Heart and Circulatory Diseases 


Of the 11,870 deaths in the study, 7,523 (63% ) 
were attributed to diseases of the heart and circu- 
latory system (including vascular lesions of the 
central nervous system). The International Statis- 
tical Classification of Diseases, Injuries, and Causes 
of Death, Sixth Revision, makes provision for dis- 
tinguishing between 47 specific disease entities in 
these general categories (including some rather 
vaguely described conditions). The only difficulty 
is that in many instances in this study two or more 
of these diseases were present and apparently con- 
tributed to death. 
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Fig. 7.—Mortality ratios due to coronary artery disease by 
current amount of cigarette smoking. 


Cerebral vascular lesions were recorded as a 
contributing factor in 135 (36.2%) of the 373 
deaths attributed primarily to hypertensive heart 
disease and in 140 (2.6%) of the 5,297 deaths at- 
tributed primarily to coronary artery disease. Coro- 
nary artery disease was recorded as a contributing 
factor in 51 (4.9%) of the 1,050 deaths ascribed 
to cerebral vascular lesions and 79 (6.7%) of the 
deaths ascribed primarily to other heart and circu- 
latory diseases. All told, cerebral vascular lesions 
were recorded in 408 deaths attributed primarily 
to some other cause, and coronary artery disease 
was recorded in 384 deaths attributed to some 
other cause. We attempted to analyze the data for 
each of the many combinations, but this turned 
out to be fruitless. Therefore, we turned to the 
usual procedure of classifying each death according 
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to the presumed principal underlying cause, re- 
gardless of how many other conditions were men- 
tioned. 

First, we divided the 7,523 deaths due to heart 
and circulatory diseases into four groups: coronary 
artery disease (5,297 deaths), other heart diseases 
(911 deaths), cerebral vascular lesions (1,050 
deaths), and other circulatory diseases (265 
deaths ). The figures for these are shown on tables 
1, 2, and 3. Coronary artery disease and “other 
circulatory diseases” showed a high degree of asso- 
ciation with cigarette smoking; cerebral vascular 
lesions showed a moderate degree of association 
with cigarette smoking; and other heart diseases 
showed a small degree of association with cigarette 
smoking. 

Coronary Artery Disease.—Coronary artery dis- 
ease is of particular importance, because it accounts 
for a large proportion of all deaths in the United 
States, the highest rates being among men in the 
older age groups. In this study, it accounted for 
44.6% of all deaths. Therefore, even a moderate 
percentage increase in deaths from this cause has 
an appreciable effect on the total death rate. 

In all four age groups the death rates from coro- 
nary artery disease were far higher among men 
with a history of regular cigarette smoking than 
among men who never smoked (see table 1). There 
were 3,361 deaths from this cause among the ciga- 
rette smokers, whereas only 1,973 would have died 
if their age-specific death rates had been the same as 
for men who never smoked (p < 0.001). As shown 
by the mortality ratio of 1.70, the death rate from 
this cause of these cigarette smokers was 70% 
higher than for a comparable group of men who 
never smoked. Death rates due to coronary artery 
disease increased with the amount of cigarette 
smoking. Among men with a history of regular ciga- 
rette smoking only, the mortality ratio rose from 
1.29 for men smoking less than one-half pack of 
cigarettes a day to 1.89 for smokers of one-half to 
one pack a day, to 2.15 for smokers of one to two 
packs a day, and to 2.41 for smokers of two packs 
or more a day (fig. 7). 

Men with a history of cigar smoking only also 
had higher death rates from coronary artery dis- 
eases than men who never smoked (observed 
deaths, 420, expected deaths, 329, ratio, 1.28). This 
difference is statistically significant (p < 0.001). 
The rates for pipe smokers were about the same 
as for men who never smoked. 

The degree of association with cigarette smoking 
was higher for deaths specifically described as due 
to arteriosclerotic heart disease than for deaths 
described as due to coronary thrombosis, embolism, 
or occlusion or to myocardial infarction. 

Figure 8 shows mortality ratios for men with a 
history of regular cigarette smoking only, compar- 
ing those for men who had stopped smoking with 
those for men who were smoking regularly in 1952. 


ia 
me 


Vol. 166, No. 11 


The mortality ratios of men who had given up 
smoking for 10 years or longer were much less 
than those for men who continued to smoke, amount 
being taken into consideration. The mortality ratios 
of men who had given up smoking for less than a 
year were higher than the corresponding ratios for 
men who were still smoking in 1952. The high 
ratios for those who had stopped smoking for less 
than a year may have been due to the inclusion 
in this group of some men who had recently 
stopped smoking because of symptoms of heart 
disease. 

The association between cigarette smoking and 
death rates due to coronary artery disease was about 
the same in the last two years of the study (No- 
vember, 1953, through October, 1955) as in the 
earlier part of the study (january, 1952, through 
October, 1953). For example, comparing all men 
with a history of regular cigarette smoking to men 
who never smoked, the mortality ratio was 1.74 
in the first part of the study and 1.68 in the second 
part of the study. The difference between these 
two ratios is not statistically significant. The mor- 
tality ratio for men with a history of regular ciga- 
rette smoking only who smoked one pack or more 
of cigarettes a day was 2.09 in the first part of 
the study and 2.27 in the second part of the study. 

Other Heart Diseases.—Other heart diseases ac- 
counted for 911 (7.7%) of the 11,870 deaths in the 
study. This group consisted of 167 deaths from 
chronic rheumatic heart disease, 373 from hyper- 
tensive heart disease, and 371 from miscellaneous 
other heart diseases, including many which were 
described in vague or nonspecific terms. Chronic 
rheumatic heart disease showed no association 
with cigarette smoking (mortality ratio 0.98). Hy- 
pertensive heart disease showed only a slight de- 
gree of association with cigarette smoking ( mortal- 
itv ratio 1.13). This was not statistically significant 
(p—0.26). 

The other deaths ascribed to heart disease showed 
a statistically significant degree of association with 
cigarette smoking (mortality ratio 1.39, p=—0.05). 
Some of these cases were probably due to coronary 
artery disease or to some other circulatory disease. 
The evidence seems to indicate that coronary ar- 
tery disease is the only important form of heart 
disease which is associated with smoking habits. 

Cerebral Vascular Lesions.—Vascular lesions of 
the central nervous system were recorded as the un- 
derlying cause of 1,050 (8.8%) of the 11,870 deaths. 
A total of 556 deaths due to this group of diseases 
occurred among men with a history of regular 
cigarette smoking, as compared with 428 expected 
deaths (a difference of 128 deaths and a mortality 
ratio of 1.30). This difference is statistically signifi- 
cant (p=—0.01). The death rate increased with the 
amount of cigarette smoking, the mortality ratio 
being 1.46 for men smoking one pack or more of 
cigarettes a day. 
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Of the 1,050 deaths in this category, 237 were 
attributed to cerebral thrombosis or embolism, 749 
were attributed to cerebral hemorrhage, and 64 
were attributed to other vascular lesions of the 
central nervous system. Cases described as cerebral 
thrombosis showed about the same degree of rela- 
tionship to smoking habits as did cases described 
as cerebral hemorrhage. 

Other Circulatory Diseases.—The 265 deaths clas- 
sified in table 1 under “other circulatory diseases” 
consisted of 50 attributed to hypertensive disease 
without mention of heart, 39 attributed to phlebitis 
and embolism (international list numbers 463-466), 
59 attributed to general arteriosclerosis, 90 attrib- 
uted to aortic aneurysm (nonsyphilitic), and 27 
attributed to miscellaneous other circulatory dis- 
eases, including aneurvsms and _ thromboangiitis 
obliterans (5 cases). Hypertensive diseases showed 
no association with cigarette smoking (mortality 
ratio 1.00). 
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Fig. 8.—Mortality ratios due to coronary artery disease. 
Rates for men who have stopped smoking are compared 
with those for men who never smoked and those for men 
still smoking in 1952. 


General arteriosclerosis and the group including 
phlebitis and embolism both showed a moderate 
degree of association with cigarette smoking. How- 
ever, there were not many cases, and in neither 
disease was the association statistically significant. 

Sixty-eight of the deaths from aortic aneurysm 
occurred among men with a history of regular ciga- 
rette smoking, compared with only 25 expected 
deaths. This difference of 43 deaths ( mortality ratio 
2.72) is statistically significant (p—0.005). 

In the miscellaneous group (which included 
other aneurysms, gangrene, and thromboangiitis 
obliterans ), 18 of the deaths occurred among men 
with a history of regular cigarette smoking, com- 
pared with only 4 expected deaths. 

Pulmonary Diseases 

Only 338 deaths were ascribed to pulmonary 
diseases other than lung cancer. Of these, 124 were 
attributed to pneumonia and influenza, 41 to pul- 
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monary tuberculosis, 76 to asthma, and 97 to other 
pulmonary diseases, including bronchitis, abscess 
of lung, pneumoconiosis, and bronchiectasis (inter- 
national list numbers 500-502 and 520-527). A total 
of 231 deaths from all of these causes occurred 
among men with a history of regular cigarette 
smoking, compared with 81 expected deaths (a 
difference of 150 deaths and mortality ratio of 
2.85). This difference is statistically significant 
(p < 0.001). 

The mortality ratios for men with a history of 
regular cigarette smoking were as follows: for 
pneumonia and influenza, the mortality ratio was 
3.90 and the difference between observed and 
expected deaths was statistically significant 
(p < 0.001); for asthma, the mortality ratio was 
1.76, but it was not statistically significant (p—0.08); 
for pulmonary tuberculosis, the mortality ratio was 
2.17, and this was not statistically significant 
(p=0.24); and for other pulmonary diseases, the 
mortality ratio was 3.62, and this was statistically 
significant (p—0.005). 


Other Diseases 


Only 1,120 (9.4%) of the 11,870 deaths were 
attributed to diseases other than cancer, cardiac, 
circulatory, and pulmonary diseases, and accidents, 
violence, and suicide. These were divided into 101 
specific disease entities, plus the category “vague 
and unknown causes of death.” Only three showed 
a statistically significant degree of association with 
smoking habits. 

Gastric and Duodenal Ulcers.—Fifty-one deaths 
were attributed to gastric ulcers, and all of them 
occurred among men with a history of regular 
smoking. They were divided by smoking habits as 
follows: history of regular cigarette smoking only, 
35; history of regular cigarette smoking and also 
regular pipe or cigar smoking, 11; history of pipe 
smoking only, 2; history of cigar smoking only, 2; 
and history of both pipe and cigar smoking but no 
cigarette smoking, 1. The death rate from gastric 
ulcer for men with a history of regular cigarette 
smoking only was about five times as high as the 
rate for cigar and pipe smokers who never smoked 
cigarettes regularly. 

Gastric ulcers were recorded as a contributing 
factor in 33 deaths ascribed to some other cause 
(this in addition to the 51 cases described above ). 
The mortality ratio for cigarette smokers was 3.46 
in this group of cases (p=0.08). 

Seventy-three deaths were attributed to duodenal 
ulcers. Fifty-four of them were of men with a his- 
tory of regular cigarette smoking, compared with 25 
expected deaths. This difference of 29 deaths (mor- 
tality ratio 2.16) is statistically significant (p—0.05). 

Duodenal ulcers were listed as a contributing 
factor in 46 deaths ascribed to some other cause 
(this in addition to the 73 cases described above). 
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The mortality ratio for cigarette smokers was 3.67 
in this group of cases. This difference is statistically 
significant (p—0.02). 

Cirrhosis of the Liver.—Of 127 deaths ascribed to 
cirrhosis of the liver, 83 occurred among men with 
a history of cigarette smoking, as compared with 43 
expected deaths. This difference of 40 deaths (mor- 
tality ratio 1.93) is statistically significant (p—0.05). 

Remainder of Diseases——The remaining 869 
deaths were attributed to 98 different specific dis- 
eases, plus the category “vague and unknown 
causes.” Taking this entire group together, the 
death rate of the cigarette smokers was slightly 
higher than that of men who never smoked (mor- 
talitv ratio 1.07) but the difference was not statis- 
tically significant. Diabetes, which accounted for 
162 of these deaths, showed no association with 
smoking habits. No single one of the other 97 spe- 
cific diseases showed a statistically significant asso- 
ciation with smoking habits. 


Comment 


Other investigations have previously reported an 
association between smoking habits and many of 
the diseases for which we found the death rate to 
be higher among cigarette smokers than among non- 
smokers. The literature on this subject is so exten- 
sive (particularly in relation to lung cancer) that 
it is impossible for us to review it in the space 
available here. However, we must mention that the 
findings on lung cancer reported by Doll and Hill * 
in their prospective study of British physicians were 
essentially the same as our findings. 

We are fully aware of the fact that cause of death 
as recorded on death certificates is not always cor- 
rect. Therefore, it is possible that some of the asso- 
ciations found between smoking habits and certain 
specific diseases may have resulted from errors in 
diagnosis. For example, it is conceivable that the 
association found between cigarette smoking and 
death ascribed to pulmonary tuberculosis may have 
resulted from confusion between tuberculosis and 
lung cancer. It is also conceivable that the relatively 
small association found between cigarette smoking 
and death from cerebral vascular lesions may have 
resulted from ascribing some deaths to this cause 
which were actually due to coronary artery disease. 

In respect to cancer, we did not depend on death 
certificate information alone but obtained addition- 
al information from the doctor, hospital, or tumor 
registry. In 79% of the cases classified as cancer in 
this report, the diagnosis was microscopically con- 
firmed. We found a high degree of association 
between cigarette smoking and microscopically 
proved cancer (all sites combined ). It is extremely 
unlikely that this could have been produced by 
errors in diagnosis. It follows that there must be 
a high degree of association between cigarette 
smoking and cancer of one or more primary sites. 
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The next problem was to determine which spe- 
cific site or sites of cancer are involved in this re- 
lationship. A difficulty arises from the fact that the 
primary site cannot always be established with 
certainty. The following relationships were found. 

First, lung cancer showed an extremely high 
degree of association with cigarette smoking. The 
next highest association with cigarette smoking was 
for cancer of the following sites combined: lip, 
tongue, floor of mouth, pharynx, larynx, and esoph- 
agus. These are all sites directly exposed to ciga- 
rette smoke or material dissolved or condensed 
from cigarette smoke. Approximately 65% of the 
association between cigarette smoking and micro- 
scopically proved cancer (all sites combined) was 
accounted for by the association between cigarette 
smoking and cancer of the sites just mentioned. No 
site other than those just mentioned showed an 
extremely high degree of association with cigarette 
smoking (cancer of the liver being a possible ex- 
ception ). 

Second, the degree of association between ciga- 
rette smoking and deaths attributed to lung cancer 
was higher for cancer microscopically proved and 
with good evidence as to the primary site than for 
the total group (including cancer not microscopi- 
cally verified and cases with doubt as to primary 
site). The same was true for cancer of the genito- 
urinary system. 

Third, considering all deaths ascribed to cancer 
of the gastrointestinal system (except esophagus ), 
there was onlv a small degree of association with 
cigarette smoking. In this group of cases, the asso- 
ciation was lower for microscopically proved cases 
than for the total group. Furthermore, there was 
considerable doubt as to the primary site of many 
of these cases, particularly those ascribed to the 
liver. 

Considering this evidence, there is no doubt in 
our minds as to the validity of the association found 
between cigarette smoking and cancer of the lung 
and the association found between smoking and 
cancer of other sites directly exposed to tobacco 
smoke products. The evidence also suggests that 
there is a real association between cigarette smok- 
ing and cancer of one or more sites in the genito- 
urinary system. Considering the various sites within 
the genitourinary system, cancer of the bladder 
showed the highest degree of association with 
cigarette smoking. 

The nature of the evidence is such as to leave 
doubt as to whether a real association exists be- 
tween cigarette smoking and cancer of the gastro- 
intestinal system (except esophagus). The apparent 
association could have arisen through misdiagnosis 
of primary site in some cases (e. g., primary cancer 
of the lung with metastasis to the liver being 
erroneously ascribed to primary cancer of the liver). 
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In seeking to evaluate the possibilities outlined 
above, one must keep three things in mind: (1) 
the likelihood of a physician mistaking one particu- 
lar disease for another particular disease, (2) the 
number of deaths ascribed to each of the two dis- 
eases involved, and (3) the magnitude of the ap- 
parent association between smoking habits and each 
of the two diseases involved. 

One example is sufficient to illustrate the point. 
Let us consider the hypothesis that the association 
found between cigarette smoking and death from 
coronary artery disease resulted from a confusion 
(in some cases) between coronary artery disease 
and lung cancer. A total of 5,297 deaths were as- 
cribed to coronary artery disease, and there was a 
difference of 1,388 between the observed and ex- 
pected number of deaths among men with a history 
of regular cigarette smoking. All told, there were 
only 448 deaths ascribed to lung cancer and most 
of these were microscopically proved cases. For 
the hypothesis to be correct, one must assume that 
at least 1,388 lung cancer deaths were missed as 


Coronary Artery Disease 1, 388 52.1% 
Other Cancer 359 Ea 13.5% 
Other Heart & Circ.: 154 eS % 
Cerebral Vascular: 128 = +. 8% 
Gastric & Duod. Ulcers 75 B 2. 8% Observed Deaths: 7, 316 
Cirrhosis of Liver 4 a 1, 5% 
All Other | 0.4% 

Total 2, 665 


Fig. 9.—Excess deaths among men with a history of 
regular cigarette smoking. 


such and were diagnosed instead as due to coro- 
nary artery disease. We leave it up to the reader to 
decide the likelihood of this occurring. 

The most important finding of this study was the 
high degree of association between cigarette 
smoking and the total death rate (fig. 9). Errors 
in diagnosis, no matter how great, have no effect 
on this finding. Therefore, if the association found 
between cigarette smoking and deaths from some 
particular disease (e. g., cancer of the liver) was 
due to errors in diagnosis, it only means that the 
true degree of association between cigarette smok- 
ing and death from some other specific disease 
(e. g., lung cancer) is greater than the figures 
given in this report appear to indicate. 

A total of 7,316 deaths occurred among men 
with a history of regular cigarette smoking, where- 
as only 4,651 would have occurred if the age- 
specific death rates of the smokers had been the 
same as for men who never smoked (fig. 9). The 
difference of 2,665 may be considered as “excess” 
deaths. Coronary disease accounted for 52.1% of 
the excess deaths among cigarette smokers; lung 
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cancer accounted for 13.5%; cancer of other sites 
accounted for 13.5%; other heart and circulatory 
diseases 5.8%; pulmonary diseases (other than 
lung cancer) 5.6%; cerebral vascular lesions 4.8%; 
gastric and duodenal ulcers 2.8%; cirrhosis of the 
liver 1.5%; and all other diseases combined 0.4%. 


Summary 


There is a high degree of association between 
total death rates and cigarette smoking, a far lower 
degree of association between total death rates and 
cigar smoking, and a small degree of association 
between total death rates and pipe smoking. The 
available source of information for this study, on 
diseases involved, was cause of death as recorded 
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the brain. The relative importance of the associa- 
tion listed above is dependent on the number of 
deaths attributed to each disease, as well as on 
their degrees of association with cigarette smoking. 

It was found that the death rate of men with 
lung cancer who had given up cigarette smoking 
for a year or more before being enrolled in the 
study was lower than the death rate of men who 
were smoking cigarettes regularly at that time. An 
extremely high association between cigarette 
smoking and death rates for men with this disease 
was found in rural areas as well as in large cities. 
If smoking habits are taken into consideration, 
the lung cancer death rate was somewhat higher 
in cities than in rural areas. 


on death certificates, supplemented by more de- 
tailed medical information in cases in which can- 
cer was mentioned. 

The following relationships with cigarette smok- 
ing are evident: (1) an extremely high association 
for a few diseases, such as cancer of the lung, can- 
cer of the larynx, cancer of the esophagus, and 
gastric ulcers; (2) a very high association for a 
few diseases, such as pneumonia and _ influenza, 
duodenal ulcer, aortic aneurysm, and cancer of the 
bladder; (3) a high association for a number of 
diseases, such as coronary artery disease, cirrhosis 
of the liver, and cancer of several sites; (4) a mod- 
erate association for cerebral vascular lesions; and 
(5) little or no association for a number of dis- 
eases, including chronic rheumatic fever, hyperten- 
sabe heart disease, other hypertensive b diseases, Causes of Death in Relation to Smoking: Second Report on 
nephritis and nephrosis, diabetes, leukemia, cancer Mortality of British Doctors, Brit. M. J. 21071-1081 (Nov. 
of the rectum, cancer of the colon, and cancer of 10) 1956. 


521 W. 57th St. (19) (Dr. Hammond). 


This study was made possible by the cooperation of the 
subjects, volunteer workers, state health departments, many 
physicians, and personnel of divisions of the American Can- 
cer Society. Lawrence Garfinkel, M.A., Constance L. Percy, 
M.S., Leonard Craig, M.A., and Herbert Seidman, M.B.A., 
assisted in this study. 

References 

1. Hammond, E. C., and Horn, D.: Smoking and Death 
Rates—Report on 44 Months of Follow-up of 187,783 Men: 
I. Total Mortality, J. A. M. A. 16@31159-1172. 

2. Treloar, A. E.: Enigma of Cause of Death, J. A. M. A. 
162:1376-1379 (Dec. 8) 1956. 

3. Graham, E. A.: Cancer of Lung: One Disease? in 
Cancer of Lung: Evaluation of Problem: Proceedings of 
Scientific Session, Annual Meeting, Nov. 3-4, 1953, New 
York, American Cancer Society, Inc., 1954, pp. 205-207. 

4. Doll, R., and Hill, A. B.: Lung Cancer and Other 


IABETIC NEUROPATHY.—Mimicry of diabetic neuropthy by coincidentally 

occurring pathology not specifically related to diabetes is not unusual. The 

reverse, namely, mimicry of many disease patterns by diabetic neuropathy, 
has frequently been recorded. How can this problem be resolved? At the present 
time, in view of the absence of any symptoms, signs, or laboratory findings pathog- 
nomonic of diabetic neuropathy, extreme caution must be exercised in diagnosis. 
The appearance of neurological abnormalities in a diabetic must perforce immedi- 
ately suggest the diagnosis of diabetic neuropathy. Nevertheless, regardless of the 
frequency of this complication and the statistical probability of such diagnosis being 
correct, it should always be made with reservation. The diagnosis of diabetic neurop- 
athy may be made only after the complete exclusion of any and all other possible 
explanations. If this be accomplished, then one may be more secure if the spinal 
fluid total protein is elevated and the course of the syndrome remains compatible 
with known experience. The definitive clarification of the diagnostic dilemma will 
not, in all probability, be reached via the strictly clinical approach. A more likely 
road to the goal of a pathognomonic feature may well lie in a further study of the 
spinal fluid abnormalities. It has long been recognized that in patients with diabetic 
neuropathy there is usually an elevation of the total protein content of the spinal 
fluid. The nature of this protein elevation, which protein fractions are involved, or 
whether there are abnormal proteins are problems currently under investigation. 
It is hoped that such studies will help clarify a confused situation.—Max Ellenberg, 
M.D., Diabetic Neuropathy: Pitfalls in Diagnosis, A. M. A. Archives of Internal 
Medicine, December, 1957. 


ge 
is 
| 
AN 
tix 
ys 
past 
. 


Vol. 166, No. 11 


MEDICAL ETHICS—CHOICE FOR RIGHT 


Howard A. Nelson, M.D., Greenwood, Miss. 


“A physician should be an upright man, in- 
structed in the art of healing modest, sober, 
patient, prompt to do his whole duty without anx- 
ietv; pious without going so far as superstition, 
conducting himself with propriety in his profession 
and in all the actions of his life.” 

Thus did Hippocrates write the first principles of 
medical ethics more than three centuries before 
the birth of Christ. In less than 50 words of classical 
Greek, he established the foundation for nearly all 
systems of ethics to follow, and in 22 centuries of 
writing and rewriting men have failed to add or 
take away a single tenet. The Hippocratic essen- 
tials are conduct, obligation, character, and aim. 

Time has produced only an interweaving of moral 
declarations, science, and religion. Nothing really 
new has been added. This suggests something 
strangely wonderful about the profession of medi- 
cine: the manner in which it is practiced predates 
by thousands of years the science actually prac- 
ticed. But there is then an important distinction to 
be made between morality and science. Ethical 
principles are a priori while science is empirical. 
But this for many scholars, even those who disagree 
among themselves, is a meaningful interdependence 
and not a cleavage. The apriorist calls for a distinc- 
tion between reason and experience where the 
former consists of eternal principles of validity not 
derived from the latter. But experience must in- 
clude morality. Two contemporary scholars of 
theology and ethics, Brightman,’ an empiricist, and 
Knudson,’ an apriorist, seem most representative 
of this view. 

The young physician must be no less proficient 
in the humanities than he is in the sciences if he is 
to succeed in bringing his career into a rich per- 
spective of character and competence. If he is de- 
ficient in either, he is not likely to become the 
doctor his preceptors are striving to make nor the 
one an enlightened public expects and demands. 
There is no documentation to back up this notion, 
but the chances are that no physician grounded in 
serious training in ethics, morality, philosophy, and 
religion will find himself before the medical society 
grievance committee or the board of censors. 

Evolution in systems of medical ethics is virtual- 
ly limited to manners of statement and application. 
For 21 centuries, they were individually stated and 
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Read before senior students, University of Mississippi School of 
Medicine, Jackson, Miss., Sept. 23, 1957. 


The young physician must be no less pro- 
ficient in the humanities than he is in the 
sciences if he is to succeed in bringing his 
career into a rich perspective of character 
and competence. The doctor must also be a 
citizen, and must seek the ideal balance in 
community and professional living. The dig- 
nity and confidence enjoyed by the profes- 
sion should be upheld, and methods of heal- 
ing should be founded on a scientific basis. 
Evolution in systems of medical ethics is vir- 
tually limited to manners of statement and 
application. Most questions of ethics are an- 
swered simply by requiring that the physician’s 
action be in the best interest of the patient, 
but the honored ideals of the medical pro- 
fession imply that the responsibilities of the 
physician extend not only to the individual 
but also to society. 


informally applied. During the past 100 years, med- 
ical ethics has become a collectively stated propo- 
sition formally applied by the body politic to the 
whole of the profession. Medicine came of age in 
the 19th century, and Percival’s “Principles of Med- 
ical Ethics” in 1803 preceded the organization of 
the American Medical Association by only 44 years. 
Although the historic A. M. A. organizational meet- 
ing at Philadelphia in May, 1847, had the primary 
purpose of improving medical education, the found- 
ing fathers took time to adopt the first version of 
the familiar document.” 

The present “Principles of Medical Ethics of the 
American Medical Association” * is not even twice 
as long as the oath of Hippocrates. It is a brief 
document of scarcely more than 500 words, a sub- 
stantial reduction from the old 4,000-word Prin- 
ciples which existed in essentially the same form 
for 110 years. The chief difference in the versions 
is the elimination from the older document of the 
dicta of etiquette and manners formerly inter- 
mingled among guides for moral conduct and pro- 
fessional obligation. There is a word to be said for 
the old Principles which will be all but lost to the 
next medical generation. (The Judicial Council of 
the American Medical Association has published 
an “abstract of opinion” which reproduces all the 
sections of the 1955 edition of the Principles, cor- 
relating them to the 1957 edition.) 
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At some point early in his professional career, 
each young physician should read the older ver- 
sion. This is not a plea to reverse the June 6, 1957, 
action of the A. M. A. House of Delegates at New 
York and return to the old. It is an exhortation to 
the coming generation of physicians to grasp and 
hold to everything of possible value which the past 
can provide. Complex society has made uncertain 
the navigation channels in the turbulent sea of 
modern professional pursuits, and the lighthouses 
of moral guidance are altogether too far apart. No 
thinking medical leader is thus crusading for a re- 
turn to the horse and buggy doctor so often lionized 
in the legend of ideals. This is, conversely, a rare 
opportunity to draw on the riches of the past, while 
avoiding its error, and to reap the profits of now- 
apparent mistakes. 

Although remembered historically as a symbol 
of material splendor, Babylonia apparently gave 
the world the first formalized expression of medical 
ethics in the Code of Hammurabi, the benevolent 
despot who reigned from about 2123 to 2081 B. C. 
The celebrated code, engraved on a priceless and 
magnificent stele now in the Louvre at Paris, con- 
tains 282 sections providing for nearly every legal 
and moral problem of that ancient society. It even 
spelled out the physician-patient relationship! And 
that was as far from Hippocrates as his oath is from 
the 1957 version of the “Principles of Medical 
Ethics.” 

From Hammurabi to Hippocrates to New York 
is just about the history of the world, but the moral 
aim of the healer is consistent all along the way. 
The preamble to the “Principles of Medical Ethics” 
states, “These principles are intended to aid phy- 
sicians individually and collectively in maintaining 
a high level of ethical conduct. They are not laws 
but standards by which a physician may determine 
the propriety of his conduct in his relationship with 
patients, with colleagues, with members of allied 
professions, and with the public.” 

That strength of character is a matter of self- 
determination obtains with the physician where it 
fails with others. The Principles are nothing more 
than a yardstick with which to measure conduct, 
obligation, and aim. Specifics are generally avoided, 
giving way to broad guiding principles. Except for 
eight words in section 5, there is no reference, 
direct or indirect, to professional freedom. Yet the 
whole of the document is a declaration of moral 
freedom—but only freedom to choose the right. 

There is never a problem in ethics until the in- 
dividual is confronted with a choice. Every choice 
we make commits us to consequences. At the pre- 
cise instant the choice is made, we reach a point 
of no return. Some early moral codes provided 
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generously for recalling poor choices through es- 
cape and exoneration devices following a determi- 
nation of guilt.° 

Roberts tells of a highly respected physician who 
was sure that lack of scientific medical knowledge 
had been disastrous to patients he was treating 
some years previously. The doctor had no fear of 
punishment and suffered no pangs of remorse be- 
cause his treatment had been that which the med- 
ical profession of the day regarded as correct and 
acceptable. The doctor had no ethical or scientific 
alternative.” The important question arises, then; 
what is choice and what kind of situations compel 
us to make a choice? The answer is both eternal 
and temporal; morality is eternal, but the condi- 
tions of choice are temporal, based on empiricism 
of existing knowledge. For the ethical physician, 
there is never a point of turning back nor is there 
atonement. The choice he makes must stand as his 
best effort; to do less is to fail ethically. 

The 10 sections of the current “Principles of 
Medical Ethics of the American Medical Associa- 
tion” deal with medicine's goals of service, improve- 
ments in knowledge and_ skills, and _ scientific 
attainment. Further, physicians are exhorted to 
uphold the dignity and confidence enjoyed by the 
profession and to safeguard themselves against in- 
competence within the profession. Responsibility 
to patients, disposition of services and professional 
attainment, and sources of income constitute prin- 
cipal ethical limitations. One section alone is given 
over to the physician-patient relationship, and a 
final injunction emphasizes the responsibility of the 
physician as a citizen and member of society. Sec- 
tarian or cultist relationships are strictly prohibited 
as being unethical. 

The first section outlines medicine’s aims: “the 
principal objective of the medical profession is to 
render service to humanity with full respect for the 
dignity of man. Physicians should merit the con- 
fidence of patients entrusted to their care, render- 
ing to each a full measure of service and devotion.” 

The words of Hippocrates ring in this simple 
and direct statement recalling that the physician 
should be “modest, sober, patient, prompt to do 
his whole duty without anxiety.” It logically fol- 
lows that in section 2 is demanded a continual 
striving to improve knowledge and skills, requiring 
that benefits of all professional attainments be made 
readily available to patients and colleagues alike. 
Thus does American medicine have a moral basis 
for prohibiting secret remedies and _ techniques; 
these are devices of the cultist, usually worthless, 
if not harmful. Not a few national-level organiza- 
tions in medicine require certain postgraduate edu- 
cation minimums, thus insuring constant improve- 
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ment of scientific knowledge and skills. Meetings 
of the county medical society, state medical asso- 
ciation, and A. M. A. are devoted principaily to 
this necessary end. 

In section 3 it is required that “a physician should 
practice a method of healing founded on a scientific 
basis; and he should not voluntarily associate pro- 


" fessionally with anyone who violates this principle.” 


This is the ethical basis for separation of cultism 
from science, superstition from knowledge. It is 
unethical to associate voluntarily in any manner 
with a chiropractor, naturopath, osteopath, or other 
irregular practitioner. Since 1955, when Resolution 
No. 77 was adopted by the A. M. A., the Judicial 
Council has held it unethical to associate volun- 
tarily with an optometrist.’ 

One of the four cardinal hippocratic principles is 
specifically covered in section 4, which states, “The 
medical profession should safeguard the public and 
itself against physicians deficient in moral char- 
acter or professional competence. Physicians should 
observe all laws, uphold the dignity and honor of 
the profession and accept its self-imposed disci- 
plines. They should expose, without hesitation, 
illegal or unethical conduct of fellow members of 
the profession.” 

This injunction as to the physician’s character 
raises the question of freedom of choice. More a 
matter of semantics than of morality, there is no 
question of being bound or free—only the question 
of by what the ethical physician shall be bound.” 

Section 5 contains the only statement of freedom 
of choice permitting that “a physician may choose 
whom he will serve.” Exception is made to provide 
for emergencies, and the ethical practitioner is en- 
joined against neglect of a patient once care has 
been undertaken. He may discontinue his services, 
apart from discharge by the patient, only after giv- 
ing adequate notice. Solicitation of patients is for- 
bidden. 

Oddly enough, the sternest requirements of 
moral and legal responsibility are interwoven with 
the single statement of freedom. This is the one 
section of the Principles relating directly to most 
statutory provisions on patient neglect as well as 
that of patient solicitation through advertising or 
other public dissemination of self-laudatory in- 
formation. 

Generally, the basic unit of medical organization 
—the county medical society—exercises the greatest 
latitude in interpreting this section. Precisely what 
constitutes advertising, patient solicitation, and self- 
laudation is best determined at the local level. Ap- 
pellate prerogatives are reserved to the state med- 
ical association and A. M. A. Judicial Council. The 
practice of local determination and definition of 
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these unwholesome practices is not to say that the 
state association is without prerogative of original 
hearing and ruling; there are many instances where 
this has, indeed, been done.” 

Corporate practice and exploitation of a phy- 
sician through employment arrangements are pri- 
mary subjects of interest in Section 6. It is stated, 
“A physician should not dispose of his service under 
terms or conditions which tend to interfere with or 
impair the free and complete exercise of his med- 
ical judgment and skill or tend to cause a deteriora- 
tion of the quality of medical care.” 

This has been one of the most difficult portions 
of our system of ethics to interpret and enforce. 
Many physicians feel that the statement is vague 
and less than definitive. This lack of definition, 
however, permits state associations to examine 
problems in light of local conditions and permits 
them to elaborate upon that principle for the guid- 
ance of its membership. For example, the Missis- 
sippi State Medical Association works through its 
House of Delegates. This House of Delegates has 
made the following statement:'” 

It is essentially undesirable for professional services to be 
purveyed by hospitals, corporations, and/or political sub- 
divisions where fees for services are involved either from 
the patient or a responsible third party except for those 
statutorily established and medically accepted programs of 
government which are not disapproved by the association. 

Reasonably expeditious and conscientious effort should be 
exerted by all physicians to provide medical services pri- 
vately, whether gratuitiously or paid, in a climate of free 
choice where possible. 

Patience and indulgence should characterize the efforts of 
all concerned to achieve these objectives without unneces- 
sary delay. Litigation and the development of profound 
differences of viewpoint which, when publicly exposed, tend 
to lessen confidence of the people in the American system 
of medical care should be scrupulously avoided. 


“In the practice of medicine,” section 7 states, “a 
physician should limit the source of his professional 
income to medical services actually rendered by 
him, or under his supervision, to his patients. His 
fee should be commensurate with the services ren- 
dered and the patient's ability to pay. He should 
neither pay nor receive a commission for referral 
of patients. Drugs, remedies, or appliances may be 
dispensed or supplied by the physician provided it 
is in the best interest of the patient.” 

Here is the one reference to the economics of 
medical practice in this entire system of ethics. 
Previously, the older and longer version had a num- 
ber of references, especially with respect to financial 
gain being ‘& subordinate objective to that of serv- 
ice. It must be noted that there is no ethical taboo 
against the dispensing of drugs and appliances, but 
there is a strong qualification that such action must 
be in the best interest of the patient. Formerly, dis- 
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pensing was generally held as unethical; practical 
experience has demonstrated that this former re- 
striction was not always in the interest of the pa- 
tient. 

Sections 8 and 9 require the exercise of moral 
judgment by the physician in the pursuit of scien- 
tific activity. The former requires that a physician 
seek consultation upon request, in doubtful or diffi- 
cult cases, or whenever it appears that the quality 
of medical service may be thereby enhanced. Here 
is a situation where the physician must make a 
qualitative evaluation in ethical judgment. 

Section 9 makes it incumbent upon a physician 
not to “reveal the confidences entrusted to him in 
the course of medical attendance, or the deficiencies 
he may cbserve in the character of patients, unless 
he is required to do so by law or unless it becomes 
necessary in order to protect the welfare of the in- 
dividual or of the community.” 

Finally, in the “Principles of Medical Ethics” the 
physician is required to have a balance of con- 
science and a proper investment of emotional and 
civic capital. It states, “The honored ideals of the 
medical profession imply that the responsibilities 
of the physician extend not only to the individual, 
but also to society where these responsibilities de- 
serve his interest and participation in activities 
which have the purpose of improving both the 
health and the well-being of the individual and the 
community.” 
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Perhaps the best commentary would be to say 
simply that the doctor must also be a citizen. It is 
good advice to the doctor for him to seek the ideal 
balance in community and professional living which 
avoids an exaggeration of moral consciousness just 
as it does that of incompetence. The heritage of 


medicine is rich, but the exacting requirements on | 


the disciples of a sometimes inexact science make 
doctors servants of a “jealous mistress.” "' 
To give your career to medical science, you must 
first give your life to morality and dedication. 
308 Fulton St. 
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ONADAL RADIATION DURING X-RAY THERAPY.—No matter what may be 
considered “safe doses” [of radiation], it is desirable to know how much radia- 
tion reaches the gonads of patients who receive routine dermatologic x-ray 


therapy with conventional equipment (and how this may be reduced or eliminated 
without reducing the efficacy of the therapy). Many variables and unexpected fac- 
tors that increased or decreased the doses to the gonadal areas were discovered 

. . and the dose to the gonadal area is not a predictable figure based on the 
roentgens delivered or the distance from the x-ray tube to the gonadal area, al- 
though these are important factors. . . . Efforts are being made to find the most 
effective means of eliminating, or at least reducing to a minimum, the amount of 
radiation reaching the gonads, without reducing the efficacy of the therapy. In this 
regard, factors under study include: 1) the most efficient types and methods of 
shielding, 2) the means for reducing secondary radiation from the table and other 
equipment beneath and about the irradiated area, 3) the positioning and tilt of the 
x-ray tube and methods of reducing the stray radiation from the tube head, 4) the 
effects of the position of the upright metal supports and the arm suspending the 
tube, and 5) the most effective placing of the patient to protect the gonads. 
Further studies have demonstrated that, with care and relatively simple measures, 
it is generally possible to Feduce by a substantial amount the radiation dose reach- 
ing the gonads during routine dermatological therapy.—V. H. Witten, M.D., M. B. 
Sulzberger, M.D., and W. D. Stewart, M.D., Studies on the Quantity of Radiation 
Reaching the Gonadal Areas During Dermatologic X-ray Therapy, The Journal of 
Investigative Dermatology, February, 1957. 
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In June, 1957, at the annual meeting of the 
American Medical Association in New York City, 
the House of Delegates adopted a revised “Prin- 
ciples of Medical Ethics.”' Section 10 of those 
principles reads, “The honored ideals of the medi- 
cal profession imply that the responsibilities of the 
physician extend not only to the individual, but 
also to society where these responsibilities deserve 
his interest and participation in activities which 
have the purnose of improving both the health and 
the well-being of the individual and the commu- 
nity.” 

This is a statement on the positive side. It might 
be well to read into that section “and to prevent 
the deterioration of society to a socialistic level of 
governmentally controlled medical practice. Also, 
it should be the responsibility of the physician to 
oppose third-party intervention in all respects, no 
matter what their source.” 

Just a week later an article appeared in the Sun- 
day edition of the Bridgeport (Conn.) Herald by 
Leo Gold* entitled “Is There a Doctor in the 
House?” in which the author went on to say that 
ever since someone stopped him and asked him 
“How come you rarely find a doctor taking part in 
city affairs and politics?” the question had both- 
ered him. The article had to do with the situation 
in Stamford, Conn., where there are 155 doctors 
listed in the latest phone book and only 2 doctors 
in local politics—one on the zoning board of ap- 
peals and the other on the town housing authority. 

The author felt that inadequate representation 
of doctors in city life has an indirect effect on the 
citizens of the town. While professional people 
such as lawyers and teachers devote much time 
and effort to the affairs of Stamford, the doctors are 
noticeable by their inactivity and seeming dis- 
interest in the way things are going. He went on to 
say that of course some doctors are called out often 
late at night but that there must be others in the 
medical field who have a few spare moments to aid 
in the important job of ministering to city ailments. 
He doubted if doctors would say, “We don't have 
to do anything as far as city affairs are concerned. 
We have more important things to do.” 

Of the 40 members of the Board of Representa- 
tives in Stamford, not one is a doctor. Is it because 
its members had to run for office and had to tell of 
their qualifications in one form or another? To 
advertise, “Special—One Appendectomy—$100,” is 
far different from stating one’s qualification for an 
office. No physician is going to push his specialty 
in that manner. Gold ended his article by saying, 
“All this should not be construed too strongly as an 
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D. Olan Meeker, M.D., Riverside, Conn. 


Although all doctors are individualists, they 
must take an active part in the political life 
of their communities and of the nation. In 
addition, physicians must emulate the tradi- 
tion of the past if they wish to preserve the 
individual freedom which they expect as a 
natural consequence in their own practice. 
There is a direct parallelism between diseases 
of individuals and those of a community. Peo- 
ple expect a doctor to take care of his civic 
responsibilities and they want and appreciate 
his advice 


attack against our healers. It is more a bid for phy- 
sicians to step more actively in community affairs. 
The Stamford Medical Society might do well to 
encourage its members to become more identified 
with the community—and not to be solely satisfied 
with a doctor-patient relationship. The city needs 
all the help it can get and doctors should give a 
little more than just that which comes from the 
business end of a hypodermic.” These are pretty 
strong words from a columnist, but unfortunately, 
they are true. 

There are other sources much closer to home 
that have highlighted the fact that today doctors 
must play a larger role in community and national 
affairs. Dr. David Allman,* in his talk delivered at 
the Yale University School of Medicine during a 
course of lectures on “Economics in Medical Prac- 
tice” given in January of last year, clearly brought 
out the fact that “the ivory tower of professional 
detachment is no longer tenable, or even possible, 
for the modern physician. His knowledge and his 
opinions are needed for the solution of too many 
problems which either affect his everyday activi- 
ties, or may have a vital effect on the future of 
American medical practice. If the profession as a 
whole fails to take an active part in solving these 
problems, we shall be guilty of abdicating our full 
responsibilities as both physicians and citizens.” 

Further on in his article Dr. Allman states, “An 
alertness to the implications of legislation involving 
medicine is one of the profession's greatest needs 
at the present time. Whether we like it or not 
modern medicine has become involved in all the 
cross currents of public interest, public opinion 
and _ political action. In the 84th Congress, for 
example, 571 bills involving medicine were thrown 
into the hopper. With the increasing amount of 
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medical legislation in these times of social and 
economic change, medical organizations have a 
growing duty to study the issues, arrive at de- 
cisions and make their opinions known to both 
legislators and the public.” 

The doctor has a direct responsibility to his 
community. People expect a doctor to take care of 
his civic resnonsibilities and they want and appre- 
ciate his advice. You do not have to be an expert 
on community problems, but as a student of human 
psychology you can often arrive at the solution of 
a problem by the application of medical common 
sense. Jt is amazing to consider the parallelism be- 
tween diseases of individuals and those of a com- 
munity. Both individuals and communities are sub- 
ject to attacks of hysteria for which the solution 
rests on firmness and strict adherence to the truth; 
both are subject to disorders of their drainage 
systems where occasionally there must be a _pri- 
mary resection or additional easier ways of reliev- 
ing established back pressure; both are subject to 
attacks of aphasia; and both are subject to parasitic 
growths which may kill them. It would be interest- 
ing to carry this analogy further; some quite hu- 
morous parallels will suggest themselves to you. 

There are surgical emergencies in the commu- 
nity which demand the same immediate drastic 
action usually associated with a ruptured viscus. 
There are the more slow types of community dis- 
ease where procrastination and the trial-and-error 
method can be used. The experienced physician 
will quickly be able to determine the proper course 
of action in a community if he applies some of his 
medical knowledge to it. 

Unfortunately, today, too many of the house 
staff and younger practicing physicians have be- 
come tongue-tied when it comes to talking or do- 
ing anything about politics. Some are afraid that 
they might antagonize patients and lose one or 
two; others are fearful that stating their ideas 
about anything outside medicine, baseball, or golf 
will brand them as “advertisers.” Both of these 
ideas are wrong. Most people admire a man who 
states what he thinks or believes. They know 
where he stands, and generally it is felt that such 
a man will tell the truth about other things, such 
as whether a patient has cancer or needs an oper- 
ation. As far as the “advertiser” idea is concerned 
it is usually a blind behind which the uninformed 
hide. 

Doctors and Politics in the Past 


It is extremely fortunate that physicians during 
the early days of this country had a different atti- 
tude about civic obligations and politics. Let us 
look at a few. Samuel Fuller * was a combination 
clergyman and doctor who came over on the May- 
flower and practiced medicine in New England for 
13 years, being for some time the only physician 
in that area. John Clark was expelled, with Roger 
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Williams, from Massachusetts, and went with him 
to found the colony of Rhode Island, where in 
1644 he became pastor of the first church as well 
as a practicing physician. Major political figures, 
including Thomas Wynne, a Welsh settler in Penn- 
sylvania who became speaker of the First Provin- 
cial Assembly, and Thomas Lloyd, the first deputy 
governor of Pennsylvania, were also physicians. 
Three of the early presidents of Harvard were phy- 
sicians: Charles Chauncy (1654), Leonard Hoar 
(1672), and John Rogers (1682). 

A stormy figure in early Virginia was the sur- 
geon John Pott, who arrived in 1621 and served as 
physician general and later deputy governor to the 
colony. Though himself a landowner, he stood with 
the small farmers against monopolization of the 
best tracts of land by the king’s favorites. This 
attitude brought him up against Governor Harvey, 
a disagreeable type, who accused him of cattle- 
rustling and hog-kiJiing and inciting the Indians, 
and assembled a jury that found him guilty. On 
Pott’s appealing the verdict to England, Harvey 
had a second thought and intervened on Pott’s be- 
half because he needed his medical skill, so that 
Pott was reinstated. A feud continued between 
them, however, for many years afterward. 

One of the early “greats” of the New England 
medical scene was John Winthrop Jr. 

Born in Groton Manor, England, in 1606 when his father 
was but eighteen years old, he developed into a magistrate, 
an industrial prospector, a scientist and a physician. He 
received the best instruction in Cambridge and Dublin, 
travelled extensively through Europe as part of his educa- 
tion, and in 1631 followed his father to this country where 
his record is one of glowing achievement. Characterized as 
eager, outgoing, genial, responsive, modern, John Winthrop, 
Jr., possessed the energy, optimism, and resourcefulness of 
the American pioneer. For eighteen successive years he was 
a magistrate of the Bay Colony, then, after a visit to Eng- 
land, he was engaged by Lord Say and Sele and by Lord 
Brook to establish a settlement near the mouth of the 
Connecticut River. With his eagerness for industrial possi- 
bilities he was attracted to Pequot (now New London). 
Eight years after the death of his father, he was elected 
Governor of Connecticut and moved to Hartford. The 
scientific tastes and attainments of this most popular gentle- 
man are evidenced by the fact that he possessed a library 
of over one thousand volumes, for a century the best sci- 
entific library in the English colonies.® 

These men were imbued with the idea of per- 
sonal freedom. They were educated men, trained 
in the classics, generally well travelled, and dis- 
tinctly individualistic in their ideas and actions. 
Today, it seems that we are abandoning the prin- 
ciples and practices of personal freedom. Instead 
of fearing and limiting the power of government, 
we act as if centralized power, compulsion, and 
over-all planning were the source of our economy. 
Power is granted to the government upon any re- 
quest and then we seek favors while at the same 
time increasing our tax burden to the point of 
bankruptcy. If you should ask yourself, “Do you 
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want the power of the federal government to in- 
crease further and spend more of your money 
without your representation?” you would unde- 
niably answer, “No.” “The mainspring of human 
progress is individual liberty, and individual liberty 
decreases as federal power increases.” " 

The latest and most interesting article published 
on doctors and politics is the report of Dr. Thomas 
Alphin.’ He brings out the fact that there is nothing 
improper or new in physicians’ taking an active 
part in our government. Indeed, when the elector- 
ate calls, it is a sacred duty on a par with medi- 
cines highest precepts to help in the good health 
of your fellow men. 

You may not realize it, but there were five phy- 
sicians who signed the Declaration of Independ- 
ence. The second signer was Dr. Josiah Bartlett of 
New Hampshire, an able and ardent patriot. Pre- 
viously, he had been ousted from his post as justice 
of the peace by the roval governor of New Hamp- 
shire and had seen his home burned to the ground. 
In 1776, as delegate to the Continental Congress 
from New Hampshire, he was the second person to 
sign the engrossed document at the formal cere- 
mony on Aug. 2. The other four were Drs. Lyman 
Hall (for Connecticut), Benjamin Rush, Matthew 
Thornton, and Oliver Wolcott. These five doctors 
were to achieve a degree of immortality as symbols 
of the strong interest of the medical profession in 
the preservation of individual freedom. 

This is not the whole story of the doctor in na- 
tional politics. Since the signing of the Declaration 
of Independence, there have been 359 physicians 
who, over the years, have helped to shape the des- 
tiny of the country as members of the United 
States House of Representatives and Senate. The 
story is interesting and in some ways revealing. 
For example, at least 13 also were state or terri- 
torial governors, and three states selected men 
from this group as their first governors. 

It is a tribute to the medical profession that in 
every congress since 1775 there has been at least 
one physician as a member. At present, there are 
six physicians who are members of the 85th Con- 
gress. The large states that were members of the 
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original 13 colonies naturally have supplied the 
most doctors to Congress. Leading the list is Penn- 
sylvania with 52. Next are New York with 48 and 
New Jersey with 30. Ohio, although coming into 
the union later, has sent 26 doctors to Congress 
Other totals are Georgia, 17; Kentucky, 12; Mary- 
land, 16; Massachusetts, 13; Missouri, 10; New 
Hampshire, 14; Virginia, 18; and North Carolina, 
11. Connecticut has elected six, Delaware seven, 
Illinois five, Indiana seven, Louisiana five, Michi- 
gan five, South Carolina five, and Tennessee eight. 
It seems from looking over this scoreboard that 
the Far West has not yet awakened to the possibil- 
ity of sending doctors to Congress. 


Conclusion 


The gist of these observations is this: It is high 
time that doctors take an active part in the political 
life of their communities and of the nation and 
emulate the tradition of the past if they wish to 
preserve the individual freedom which they expect 
as a natural consequence in their own practice. All 
doctors are individualists, but it would seem that 
today the synoptic attitude of doctors of the past 
has been transformed into a myopic lethargy and 
that eventually they will not be able to see further 
than the cocoon that has been spun about them 
during their resting period. 
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Yet the vast majority of our people have little understanding of science as a 
way of thinking or a method of seeking answers to problems. Superstitious awe of 


the magician—yes, there is far too much of that—but of the avowed adoption of a 
scientific approach to all sorts of human problems, woefully little. Politically it has 
been demonstrated that a house divided against itself cannot stand. I affirm that it 
must also be true that a nation of a microscopically few scientists molding and alter- 


ing the lives of people, and a populace uncomprehending, superstitious, and resisting 
likewise cannot endure. Somehow, and soon, mankind must become truly scientific 
in spirit and in endeavor.—H. B. Glass, The Responsibilities of Biologists, The 


American Institute of Biological Sciences, November, 1957. 
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The problem presented by patients having 
ischemic legs and either pregangrenous or frankly 
gangrenous changes in the feet is familiar to all 
physicians. Since the introduction of arterial grafts, 
the outlook for these patients has become more 
favorable. Early experience ' indicates that, with 
arterial grafts, amputation may be avoided in a 
significant proportion of such individuals. Although 
some authors * feel that arterial grafting procedures 
generally should not be attempted when gangrene 
exists, our experience and that of others * indicates 
that it is proper to attempt such procedures when 
possible. 

At the hospital of the University of Pennsylvania 
during the years 1955 and 1956, one of us (B. R.) 
has either personally operated on or assisted mem- 
bers of the resident staff in operating on 20 pa- 
tients in whom arterial grafts were used and who 
had either gangrene of a portion of the foot or pre- 
gangrenous changes. Under pregangrenous changes 
we have included two conditions, (a) ischemic 
ulcers which have shown no evidence of healing 
under a rigid program of “medical” therapy and 
(b) ischemic “rest pain” of sufficient severity to 
warrant amputation. 

Of the 20 patients, 8 had gangrene of one or 
more toes, and 12 had either rest pain or ischemic 
ulcers. Three of these 12 patients had acute arterial 
occlusions that were not embolic in nature. Of the 
20 patients, 15 would have had prompt amputation 
if the graft had not been attempted. The remaining 
five could have had conservative therapy continued 
on their ischemic ulcers, at least temporarily, had 
they not been subjected to grafting. During this 
same two-year period 34 patients who were judged 
to be unsuitable for grafting on the basis of arterial 
studies had amputations. Thus, grafting procedures 
were attempted in 15 of 49 patients, or 30% of 
those patients presenting themselves with condi- 
tions justifving prompt amputation of the leg. 

In table 1 the pertinent information about the 20 
patients has been summarized. One patient (case 7) 
had two operations performed three months apart 
because of acute occlusions that developed in his 
femoral artery. The second occlusion did not de- 
velop in the graft but in a previously patent portion 
of his femoral artery. A new graft was sutured 
end to end with the old one, and both remained 
patent a year later. Thus, there were 2] grafting 
procedures done, and 19 of them were immediately 
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About 30% of patients who were ad- 
mitted for possible amputation of their leg 
were found to be suitable for arterial grafting 
procedures. Arterial grafts may obviate the 
necessity for amputation in a significant per- 
centage of patients with gangrenous or pre- 
gangrenous lesions of their extremities. At- 
tempts at grafting in many patients of the 
type described in this paper will inevitably 
result in some failures. Amputation should not 
ordinarily be undertaken for arterial occlu- 
sion unless arteriograms have demonstrated 
the fact that the patient would not be helped 
by a grafting procedure or where, clinically, 
the obstruction is so far distal as to make 
arteriograms unnecessary because the vessels 
are too small to graft. 


successful. Nine patients with immediately success- 
ful procedures have developed further arterial 
occlusions subsequent to operation, one of these 
being the patient in case 7. Of the remaining eight 
patients, three have since come to amputation. Of 
the remaining five who have avoided amputation 
of the leg, none have died. Of the 15 patients who 
were faced with immediate amputation, 10 are 
still using their leg, and 3 had temporary reliet 
ranging from one week to three months before 
further occlusion occurred and amputation became 
necessary. Of the two with immediate graft failure, 
both had subsequent amputation, and one has since 
died. There was one operative death. This occurred 
in an 82-year-old woman (case 17) who died two 
weeks postoperatively of multiple arterial emboli 
of unknown origin. 

Four of the 20 patients suffered from known dia- 
betes at the time of operation. Grafts were success- 
fully used in all of these patients, but two have 
since developed further occlusion, one at 3 months 
and one at 10 months after operation. Of the 21 
grafts used, 4 involved the aorta, 1 was of the iliac 
artery, in 15 the proximal end was anastomosed 
to the femoral artery, and 1 involved the popliteal 
artery alone. 

In three patients preoperative x-ray examination 
of the distal arterial tree was not made. In the re- 
maining 17, satisfactory arteriograms were obtained 
preoperatively. In only two patients was the so- 
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called run-off of the distal vessel considered good. 
The other 15 patients were classified as either fair 
or poor in this regard. 

These patients were elderly and had long stand- 
ing progressive ischemic changes, except for one 
patient (case 4), a 13-year-old boy whose case 


Fig. 1.—Left, preoperative condition of foot of patient in 
case 8. Right, condition of same foot, seven months post- 
operatively. 


summary is given below. Excluding this patient, the 
average age of the group was 66 years and the 
mean age 65. If the boy is included in the series, 
the average age is still 63. 


Report of Cases 


The following four cases are given to illustrate 
the types of problems encountered. 


Case 8.—An 86-year-old man was admitted to the hospital 
of the University of Pennsylvania on Dec. 22, 1955, for 
amputation of his left leg. This elderly diabetic patient had 
had severe pain in his foot for approximately nine months 
Six weeks prior to this admission he had been treated in the 
hospital without significant improvement of his foot, and 
after discharge he developed progressive gangrene in his 
first toe. On examination there was no pulse in the left leg 
below the femoral, but the right popliteal pulse was palpable 
The left foot was cool and exhibited the findings shown in 
figure 1, left. On admission the patient was receiving 45 
units of isophane insulin daily. A femoral arteriogram 
showed extensive changes in the femoral artery and a com- 
plete block approximately 5 cm. long involving the lower 
portion of the femoral and the upper portion of the popliteal 
artery. The popliteal artery, though patent, appeared to have 
a poor run-off. In spite of this fact, however, an arterial graft 
was attempted. A 9-cm. freeze-dried arterial homograft was 
inserted by use of the by-pass technique. 

The patient withstood the procedure well, and his foot 
promptly became warm, although no pulses were palpable 
in it. Five days later weak pulses were first palpated in both 
the dorsalis pedis and posterior tibial arteries. By this time 
the toes had improved considerably in appearance. Two 
months later the fifth toe had healed, and the great toe had 
improved further. Nine months postoperatively the great 
toe had nearly completely healed, and the pulses remained. 
One month later, the patient had developed further occlu- 
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sion, and the lesion on his great toe had deteriorated. The 
distal end of the toe has remained open since that time, but 
the ulceration has not extended, and this man is still able 
to walk and use his foot. 


In retrospect we believe that prompt amputation 
of the gangrenous portion of the patient's great 
toe should have been carried out after the success- 
ful grafting procedure. Had this been done and 
the toe allowed to heal completely while the cir- 
culation was relatively good, it is likely that it 
would have remained healed following later de- 
terioration of his circulation. 

Case 19.—A 73-year-old man was admitted to the hos- 
pital on July 30, 1956, because of gangrene of three toes of 
his right foot. After an injury to his second toe in February, 
1956, he developed gangrene in this toe, and he was ad- 
mitted to another hospital where it was amputated. The 
amputation site did not heal but became infected, and three 
of the four remaining toes became gangrenous. Figure 2, 
left, shows the appearance of his foot at the time of his 
admission to the university hospital. At this time he was in 
severe pain. No pulse was palpable below the femoral 
artery on either side. The rest of his physical examination 
was within normal limits for a man of his age. He was not 
diabetic. His arteriogram revealed a 9-cm. block in the right 
femoral artery with a patent popliteal artery and a fair run- 
off. A 20-cm. freeze-dried arterial homograft was therefore 
inserted as a by-pass graft extending from the femoral artery 
to the popliteal. Postoperatively his foot became warm, and 
it was thought that transmetatarsal amputation might be 
successfully accomplished. This was done five days after the 
arterial graft. On the following day the posterior tibial pulse 
was first palpated. The flaps left by the transmetatarsal 
amputation were closed secondarily, and the wound healed 
nicely. 

Two and one-half months after the arterial graft had been 
done, the patient was readmitted because of the recurrence 
of pain in his foot. A portion of the skin at the amputation 


Fig. 2.—Left, preoperative condition of foot of patient in 
case 19. Right, final result. 


site had opened, and his foot was again cool. No pulse was 
palpable below the femoral artery, and a new arteriogram 
demonstrated that the graft had become occluded. A lumbar 
sympathectomy was then done, and the open area gradually 
healed. The foot has since remained healed. Figure 2, right, 
shows the appearance of the foot six months postoperatively. 
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: TABLE 1.—Summary of Pertinent Information on Twenty Patients Undergoing Arterial Grafting 
; a Preoperative State Type of Surgery Clinieal Results 
Candi- 
date Other Run- 
wee for Evidence off 
Imme- of Severe Shown Length 
’ diate Dia- Vascular by of Fol- 
3 Case Age, - Ampu- betes, Involve- Arteri- Type of Immediate Late Further Present low-Up, 
f No. Sex Yr Findings tation § Yr. ment ogram Graft Site Result Failure Surgery Condition mo 
1 M 52 Acute occlusion; Yes None Arterial Left aortie- Success Thrombo- None Slightly 28 
+ impending de- homo- fliac: right sis, 18 mo better 
mareation of graft aortic-iliae: (one iliac) than pre- 
four toes; rest sympathec- operative 
; pain tomy before 
acute 
oeclusion 
2 M Isehemie uleer; Yes None Fair Arterial Left aortie- Suecess None Foot 28 
oi rest pain homo- iliac; right healed; in- 
graft; aortic-fem- termittent 
dk venous oral; sympa- claudica- 
auto- thectomy tion (1% 
graft blocks) 
j 3M 7) Gangrene in Yes Myoear- Poor Arterial Left femoral- Failure; os None Stump 25 
second toe dial in- homo- popliteal supra- healed 
faretion graft eondylar, 
3 days 
4 13 Aeute occlusion; Yes None Arterial Left popliteal- Success Muscle Leg healed 15 
oe impending homo- popliteal slough 
gangrene of graft 
anterior tibial 
muscles 
5 M_ 66 Ischemic ulcer; Yes None Poor Arterial Left femoral- Suecess Thrombo- Amputa- Varicose 15 
e rest pain homo- popliteal: sis, 11 mo tion of uleer heal- 
¥ graft sympathec- fifth toe, ing slowly 
tomy month 
6 68 Gangrene in Yes None Fair Arterial Left external Success Amputa- Foot 14 
first, fourth, homo- iliac; sympa- tion of healed 
2 and fifth toes; graft theetomy fourth 
“y rest pain toe, 2 mo 
7 M_~ 72 Acute oeclusion; Yes Hyperten- Arterial Left middle Success Thrombo- Further 14 
impending sion; homo- femoral; sis, own grafting, 
bs gangrene; rest con- graft lower vessel, 3 mo 
ai 4 pain; anesthe- gestive femoral 3 mo. 
sia; paralysis failure 
ae 7 M 72 Similarto above, Yes Hyperten- Arterial Left high fem- Success None Comfort 11 
mE, but another sion; homo- oral; middle at rest; 
A area involved con- graft femoral pedal 
gestive pulse 
failure 
8 M 8% Gangrene in first Yes 1 None Fair Arterial Left femoral- Success Thrombo- None Ischemic l4 
dp and third toes homo- popliteal is, 10 mo uleer of 
graft first toe 
p S F 64 Gangrene in Yes 6 None Poor Arterial Right femoral- Suecess oe Amputa- Uleer 13 
third toe; homo- popliteal tion of healed 
ischemie ulcer eraft fourth 
toe, 
14 month 
i 10 F 70 Intermittent No % None Good Arterial Left aortie- Success None Uleer 13 
if claudication omo- popliteal; healed 
f (4 block); graft right aortie- 
ischemie uleer femoral; 
sympathec- 
tomy 
MES 11 M 73 Gangrene in Yes Arterio- Poor Venous’ Right femoral- Failure; - None Death, 
a> 5 fourth toe; de- sclerotic auto- popliteal supra- 2mo 
mareation all heart graft econdylar 
q toes disease amputa- 
tion, 1 mo. 
12 M_ 63 Isehemie ulcer No None Poor Arterial Right femoral- Success ee None Uleer 10 
homo- popliteal healed 
graft 
te 13 M_~ 73 Isehemie ulcer; No Myocar- Poor Arterial Right femoral- Success None Uleer 10 
€ rest pain dial in- homo- popliteal healed 
4 14 M_ 65 Isechemie uleer No None Fair Arterial Left femoral- Suceess Thrombo- Sympa- Stump 10 
: ‘ homo- popliteal sis, 7 mo. thectomy, healing 
graft 9 mo.; su- well 
pracondy- 
lar ampu- 
taiion, 10 
mo. 
15 M 55 Gangrene in Yes Cerebral Good Arterial Left aortie- Success - Noue Uleer 9 
heel, rest pain and ecar- homo- iliac; right healed 
ee diac ar- graft aortic-iliae; 
terioscle- sympathec- 
rosis tomy 
Be 16 F 82 Demareation of Yes Cerebral Poor Venous’ Right femoral- Success eee None Death, 
all toes; rest and car- auto- popliteal % mo 
pain; anesthe- diac ar- graft 
sia terioscle- 
rosis 
f 17 M_ 459 Isehemie uleer; Yes 13 Myoear- Poor Arterial Left femoral- Success Thrombo- Supracon- Stump & 
> “ rest pain dial in- homo- popliteal sis, 3 mo. dylar am- healed 
faretions graft putation, 
3 mo. 
18 M_ 55 Isehemie ulcer; No Cerebral Fair Arterial Left femoral- Success Thrombo- None As before 8 
2 rest pain and car- homo- popliteal sis, % mo. 
i diac ar- graft 
teriosele- 
rosis 
19 M 73 Gangrene in Yes None Fair Arterial Right femoral- Success Thrombo- Trans- Walking; 6 
four toes homo- popliteal sis, 3 mo. metatar- com fort- 
graft sal ampu- able 
tation, 4 
4 mo.; sym- 
pathecto- 
my, 5 mo. 
20 M Gangrenein one Yes Myoear- Poor Arterial Right femoral- Success Thrombo- Supracon- a 
toe dial in- homo- popliteal sis, 4 mo. dylar am- 
faretion graft putation, 
% mo. 
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This case illustrates clearly the advisability of 
prompt excision of gangrenous tissue following 
grafting in order to give the wound a chance to 
heal while the circulation is improved. We doubt 
that sympathectomy alone would have permitted 
the transmetatarsal amputation to heal had it been 
done as the primary procedure when the foot was 
grossly infected. 

Case 4.—A 13-year-old boy was admitted to the hospital 
of the University of Pennsylvania on Nov. 10, 1955, because 
of impaired circulation in his left leg. He had been in his 
usual state of good health until three days before, when 
during a football game he sustained an anterior displacement 
of the distal left femoral epiphysis. Two unsuccessful at- 
tempts at reduction had been made elsewhere prior to his 
admission to this hospital, at which time he had a tempera- 
ture of 101 F (38.3 C) and a pulse rate of 100. The un- 
usual physical findings were confined to his left leg. No 
pulse was palpable below the femoral artery, and the leg 
was edematous, pale, and cold below the knee. Motion and 
sensory perception of the ankle and foot had been lost. The 
hemoglobin level and leukocyte count were normal. 

The patient was taken to the operating room promptly 
after admission, and the disrupted left popliteal space was 
explored. A simple separation of the distal femoral epiphysis 
and a complete severance of the popliteal artery were found 
The popliteal vein, surprisingly, was still intact. The peroneal 
nerve was severely contused. After the damaged portion of 
the popliteal artery had been excised, a 6-cm. freeze-dried 
arterial homograft was inserted end-to-end, and, following 
removal of the soft tissue caught between the bone ends, the 
epiphyseal separation was readily reduced and held with 
sutures. At the time of the closure of the incision, the arterial 
flow through the graft appeared satisfactory, and its pulse 
was good. A long plaster splint was applied to the leg 

On the first postoperative day, the foot remained cool and 
became more edematous. By that evening a severe erythema- 
tous reaction developed over the anterior tibial muscles. A 
fasciotomy was therefore performed and nonviable portions 
of the muscle groups were excised. After this procedure, the 
foot became warmer and developed a good color. On the 3rd 
postoperative day a posterior tibial pulse was first palpated, 
and on the 10th postoperative day a dorsalis pedis pulse 
could be felt, in spite of the fact that the anterior tibial 
artery had been destroyed and removed along with the 
anterior tibial group of muscles. During the next five weeks 
all remaining portions of the anterior tibial group of muscles 
sloughed out along with most of the interosseous membrane 
In spite of antibiotics the patient continued to have fever 
for five weeks and then began to drain necrotic material 
from the popliteal wound. It was then apparent that his calf 
muscles had also become necrotic. Therefore the calf 
muscles were exposed and removed. After this procedure 
the patient gradually became afebrile, and his wounds 
slowly healed. 

When the patient was examined 15 months after injury, 
his pedal pulses were still present. He had full use of his 
knee but no voluntary motion of his ankle, which is par- 
tially fixed by fibrosis in the position of function. The skin 
and bone appeared normal, but the patient had lost essen- 
tially all striated muscle in his lower leg. He wears a brace 
to prevent foot-drop and even runs very well on this leg. 
In fact, he recently was able to pitch a no-hit-no-run base- 
ball game. 


This boy was the only patient in the series hav- 
ing an occlusion for reasons other than spontaneous 
thrombosis. His is a problem that is very different 
from the rest and resembled more the type of 
situation seen in battle casualties. The prolonged 
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period of ischemia apparently produced irreversible 
damage in his muscles, but changes in the bone 
were reversible. It was of great interest to us that 
he did not have thrombosis throughout the distal 
arterial tree after 72 hours, but this fact is prob- 
ably related to the healthy state of his vessels prior 
to injury. 

Case 10.—A 70-year-old woman, complaining of inter- 
mittent claudication in both legs, was admitted to the uni- 
versity hospital on Jan. 12, 1956. It had begun seven years 
before and now was produced by walking one-half of a 
city block. In addition, she had a persistent ischemic ulcer 
on her left heel. The significant findings on physical exami- 
nation were limited to her legs. No pulses were palpable 
below the waist, and the skin of both feet was atrophic. 

The ischemic ulcer of the left heel was approximately 
1.5 cm. in diameter and had been present for many months. 
Laboratory studies and neurological examination were nor- 
mal An aortogram revealed occlusion ot the right common 
iliac artery near the aortic bifurcation and separate occlu- 
sions of both the left internal and external iliac arteries. 
Fomoral arteriograms done by operative exposure of the 

ida femoris vessel showed the left femoral artery to be 

etely occluded, but the popliteal artery appeared to 
« relatively normal. The right femoral artery was occluded 
in its middle third. One week after admission the patient 
was operated on, and an aortic bifurcation homograft was 
inserted as a by-pass. By suturing graft to graft, extensions 
were carried down to the left popliteal and to the right 
superficial femoral arteries where they were anastomosed to 
these vessels. This patient made an uneventful recovery and 
has maintained the patency of her graft. The ulcer on her 
left foot healed promptly, and she has been greatly relieved 
of claudication. 


We were willing to operate upon this patient 
because there appeared to be an excellent run-off 
in her lower leg. It is seldom that one finds such 
a situation in patients having ischemic ulcers of 
the foot unless the arterial block is high, as in this 
case. This patient was not threatened with im- 
mediate amputation but had had progressive diffi- 
culty and was anxious to avoid further progression 
of her ischemia. 

Comment 

Attempts at grafting in many patients of the type 
described in this paper will inevitably result in 
some failures. As a group, these patients are not 
favorable for grafting, and generally their arterio- 
grams make this fact abundantly clear. When the 
alternative is amputation, however, few of us would 
not willingly undergo such an operation as arterial 
grafting if there was significant hope of success 
and thereby avoidance of amputation. Humphries 
and others '” stated that they were able to save one 
leg in five, under these circumstances, and felt that 
even 20% success was sufficient to warrant operat- 
ing. More recently '* they are saving the legs of 
approximately one of every two such patients. 

Other reports * have shown varying degrees of 
success, but there is little question that amputation 
can be avoided in some patients. The circulation 
seldom can be restored to normal in such patients, 
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but it may be improved to such a degree that nor- 
mal function is restored and prompt healing of 
wounds takes place. Because of this fact we believe 
that amputation should not ordinarily be under- 
taken for arterial occlusion unless arteriograms 
have demonstrated the fact that the patient would 
not be helped by a grafting procedure or where, 
clinically, the obstruction is so far distal as to make 
arteriograms unnecessary because the vessels are 
too small to graft. 

As time goes on, additional patients will doubt- 
less develop late occlusions, but this fact does not 
mean that the grafting procedures were not worth- 
while. In patients of this type, a “delaying action” 
against the progress of their vascular disease and 
the restoration of function for even a relatively 
short time may be very worthwhile, and the longer 
the period of restoration of function the better. 
Even if the graft becomes occluded, the benefit of 
the grafting procedure may continue when the use 
of the graft permits the healing of an open ulcer 
or an area previously involved with gangrene. 
Some of these wounds remain healed if and when 
the circulation is again reduced. Two of our pa- 
tients demonstrated this type of response. Less 
circulation is required to maintain a foot with 
its skin intact than one in which there is an open 
ulcer. It is for this reason that the healing of an 
ulcer of the foot may be the deciding factor as 
to whether or not amputation will be ultimately 
required, and it is for this reason that it is im- 
portant to do promptly any minor amputation that 
may be required after a graft has been success- 
fully inserted. One never knows how long it may 
be before other occlusions may occur, and there- 
fore any steps necessary to insure reasonably 
prompt healing of wounds that may be present in 
the extremity should be taken. In addition, even in 
patients in whom amputation may subsequently 
become necessary following a temporarily success- 
ful grafting procedure, there is a more ready ac- 
ceptance by the patients of amputation since they 
feel that everything possible has been done to 
avoid it. 

In the selection of patients for arterial grafting, 
the display of an adequate run-off by the arterio- 
gram is of unquestioned importance. This factor 
has been emphasized by many authors,’ but, be- 
cause of the desperate state of some of these pa- 
tients, one is justified in operating upon them 
under circumstances that would not be felt suitable 
for elective procedures. Many of the patients in 
this series, as shown in table 1, had arteriograms 
demonstrating poor run-off, and we have been 
repeatedly surprised that their grafts were even 
initially successful. Although an optimistic prog- 
nosis is not fully justified when we discuss the prob- 
lem with these patients, the majority of patients 
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request that we attempt to restore flow, even when 
they are aware of the high incidence of early or 
late failures that is seen in these situations. 

In the hope of preventing early thrombosis of 
these grafts or of the patients’ vessels, heparin 
sodium was used in the immediate postoperative 
period, except in cases where the abdominal cavity 
had been opened. In two of these patients hemato- 
mas in the thigh developed postoperatively, but in 
neither case did it interfere with the function of 
the graft. As a group, these patients with advanced 
ischemia would appear to be more likely to develop 
thrombosis than the average patient subjected to 
grafting. If satisfactory long-term anticoagulant 
therapy were more readily achieved, it would be 
useful in these patients. The benefit, or lack of 
benefit, attendant on prolonged anticoagulation is 
very difficult to assess accurately, but the rationale 
for its use is similar to that for long-term anticoagu- 
lant therapy for coronary occlusions. 

The location of the arterial block is of some 
importance in assessing the likelihood of success 
in any grafting procedure. The cumulative experi- 
ence ° indicates that the larger the vessel that is 
grafted the more likely it is to remain patent. The 
results of grafts in the aorta and the common iliac 
arteries generally are better than those in the 
femoral or popliteal vessels. No statistically signifi- 
cant conclusion can be drawn from a series as 
small as the one presented here, but the same 
trends are indicated. Likewise, the more intrinsi- 
cally healthy the vessels are the more likely they 
are to remain open. Except for the boy (case 4), 
the only patients in the series that had nearly 
normal distal vessels were two of the patients hav- 
ing aortic obstructions. 

The relationship of diabetes to arterial disease 
has long been appreciated, and it has likewise been 
known that arterial changes associated with dia- 
betes are apt to be widespread. This diffuse vascu- 
lar involvement of diabetes renders many of these 
patients unsuitable for vascular grafting. Fewer 
patients among diabetics have been found to be 
suitable candidates for grafting than among an 
equal number of nondiabetics. Nevertheless, the 
decision for or against grafting in an individual 
patient is not significantly influenced by the pres- 
ence or absence of diabetes. This decision should 
be made on the basis of the condition of the patient 
generally, the condition of the leg, and the condi- 
tion of the vasculature as shown by the arteriogram. 

Much has been written’ in recent years about 
the best type of arterial graft. Clinically we have 
used only autogenous vein grafts or arterial homo- 
grafts. In our hands the arterial homograft has 
been more satisfactory in the type of patient pre- 
sented here. Without evidence from a well-con- 
trolled study, it has been our impression, based on 
both our experience and that reported by others,“ 
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that there is a higher incidence of immediate fail- 
ure if one uses venous autografts rather than arte- 
rial homografts (table 2). The higher incidence of 
early failures may be related to two factors, namely, 
local spasm of the vein wall which results in the 
reduction of the lumen and consequent diminution 
of flow through the vessel and also the liberation 
by the living graft of thromboplastin or similar 
substances that lead to thrombosis following injury 
of living tissue. 

This tendency for vein grafts to occlude is shown 
in table 2, which indicates the comparative results 
of arterial and venous grafts as compiled from some 
recent reports. If, however, a peripheral artery is 
grafted successfully with an autogenous vein, the 
graft is probably less likely to develop late diffi- 
culties than is any other type of graft. Some long- 
term follow-up studies of venous autografts of 


peripheral arteries have shown these grafts to be 
capable of acquiring the histological appearance of 
an artery and of functioning as an artery for many 
vears without trouble when they are supported 
by surrounding muscle. 


Tas_e 2.—Recent Reports on Failure of Venous and Arterial 
Grafts 
Vein 
Fail 
ure, 
Total No 
Shaw and Wheelock 7* ‘ 13 8 
Hoye and Warren 8*....... 13 8 
DeTakats 7* 
Szilagyi and Overhulse 3 ‘ 20 
mmediate 


Crawtord and others 1* 
Horton 

Easteott 
Humphries and others 1” 
Dye and others 5* 


Lord and Stone 9% 


The technical aspects of grafting are also of 
importance in determining success or failure of the 
procedure. The use of the by-pass graft as advo- 
cated by Linton,” Crawford and co-workers,'* and 
Laufman and co-workers ‘® has some advantages 
over the end-to-end suture method which makes it 


desirable to use in most cases. By being able to use ~ 


any area of a vessel that seems most suitable for 
suturing, one often avoids the dilemma of having 
either to suture the vessel in an area that may not 
be good or to destroy some collateral circulation. 
A considerable extent of a vessel in areas that are 
known to be patent has often been exposed before 
finding a suitable site for anastomosis. By using a 
by-pass graft one can avoid destruction of col- 
lateral vessels lying between the block and the 
anastomotic site. 

Such a method also permits a large anastomosis 
to be made in small vessels, but it does lack the 
theoretical advantage of direct flow with less tur- 
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bulence as obtained with an end-to-end suture, An 
end-to-end suture at one end of the graft and an 
end-to-end suture at the other may be used if such 
seems advantageous. We strongly believe, however, 
that clamps should not be used on arteriosclerotic 
vessels that are smaller than the aorta, for thrombo- 
sis may result from their use even in the common 
iliac arteries. Tapes may be placed around the ves- 
sels and tightened just enough to occlude the flow 
of blood. They are far less traumatic than the 
most gentle clamps and less apt to cause damage. 

Sympathectomy was not used often in these 
patients, but when used in conjunction with a 
grafting procedure it has, on occasion, seemed to 
add more than we would normally have antici- 
pated. During intra-abdominal procedures, it is 
relatively simple to remove the sympathetic chain. 
However, if a femoral or popliteal graft is used, 
the addition of a lumbar sympathectomy increases 
the magnitude of the procedure considerably, and 
usually a sympathectomy was not done in addition 
to the graft. However, to do this more often might 
extend the period before a late occlusion takes 
place and also add a further increment to the 
arterial flow. The possible advantage that might 
be derived from the addition of sympathectomy 
should not be overlooked when using vascular 
grafts. 

Summary 

Arterial grafts may obviate the necessity for 
amputation in a significant percentage of patients 
with gangrenous or pregangrenous lesions of their 
extremities. Approximately 30% of patients who 
were admitted for possible amputation of their 
leg were found to be suitable for grafting pro- 
cedures. A series of 20 such patients had 21 opera- 
tions, two of which were immediate failures. Three 
of the 19 patients with successful grafts have sub- 
sequently developed further thrombosis requiring 
amputation of their leg. 

Any gangrenous tissue should be excised prompt- 
ly if a graft is successfully inserted in order to 
reestablish an intact skin barrier as soon as possible. 
Further arterial occlusions after a successful opera- 
tion are common but may not necessitate amputa- 
tion of the limb if the skin is then intact. Diabetes 
is not of itself a contraindication to this type of 
surgery. The possible further advantages of sympa- 
thectomy used in conjunction with grafting should 
not be overlooked. 
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CLINICAL NOTES 


SUPPRESSION 


Until recently, there has been little or no docu- 
mentation in medical literature of therapeutic 
attempts to check the excessive height of growing 
girls. In 1956, Goldziehr * reported a definite inhibi- 
tion of skeletal growth by prepuberal estrogen 
administration in a series of 14 girls. 

Excessive height in girls is not nearly as embar- 
rassing as it was a number of years ago, inasmuch 
as tall girls have achieved some prestige in the 
entertainment world, in modeling, and in beauty 
contests. Nevertheless, some tall young girls are 
self-conscious about their height because of the 
great difference between them and their classmates 
and friends. These girls will often slump or stoop in 
an attempt to appear less conspicuous. This report 
is concerned with two such girls whose skeletal 
growth was inhibited by use of estrogens. By bring- 
ing this procedure to the attention of physicians, it 
is hoped that girls whose height is embarrassing to 
them may receive medical aid in preventing con- 
tinued rapid growth. 


Report of Cases 


Case 1.—A girl, aged 12, had a height of 64.5 in. (163 
cm.). She had been growing at the rate of about 2.5 in. (6 
cm.) per year. Since she had not yet attained puberty, it 
could be predicted that she would eventually grow an addi- 
tional 3-4 in. (7-10 cm.) or more. Her bone age at this time 
was normal, and there were no other evidences of a glan- 
dular dysfunction. A dose of 4.5 mg. of conjugated estro- 
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genic substance was administered daily by mouth. There 
was an almost immediate suppression of growth, since by 
the end of six months she had grown only 0.5 in. (1 cm.). 
At this time, she reported a continuous light uterine bleed- 
ing. It was not determined whether this was related to true 
menstruation or to the possible hyperplasia endometrii due 
to the estrogen administration. It was explained to the 
mother that this bleeding might continue for some time, 
that it would not harm the child, and that, were the estro- 
gens withdrawn to stop the bleeding, her normal rapid 
growth would probably resume. Therefore, estrogen therapy 
was continued. The patient bled irregularly for the next five 
months, after which a cyclic flow took place every 29-32 
days. One and one-half years after the commencement of 
treatment, her height was 66.25 in. (168 cm.). At this time, 
her skeletal bone age was equal to that of a 16-year-old girl. 
She grew only 0.12 in. (0.32 cm.) in the next six months, 
and, since her bone age was that of a nongrowing girl, 
treatment was stopped. At the end of another six months, 
her height had not increased, and the patient was dis- 
charged with a total growth of about 1.75 in. (4 cm.) in two 
years, compared to a predicted increment of 3 to 4 in. (7 
to 10 cm.). Regular menstrual periods continued subse- 
quently. 


Case 2.—A girl, aged 11%, had a height of 66.38 in. (169 
cm.) and was approximately 5 in. (12 cm.) taller than most 
of her classmates. She was growing at the rate of 3 in. (7 
cm.) per year. She was seen prepuberally, and her bone age 
was normal. It was estimated that she would probably grow 
at least an additional 4 in. (10 cm.). Conjugated estrogenic 
substance in doses of 2.5 to 3.75 mg. was administered 
daily by mouth. At the end of six months, her height had 
increased 0.5 in. (1 cm.), showing a definite suppression 
when compared with her previous rate of growth. At the 
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end of another six months, she had grown an additional 
0.63 in. (1.5 cm.), reaching a height of 67.5 in. (171 cm.) 
Six months later, her height was 68.12 in. (173 cm.), and 
five months later her height was still this amount. Her bone 
age at this time was equal to that of a 15 or 16-year-old 
girl. In view of the apparent leveling off of her growth, 
therapy was stopped. However, eight months later, she had 
grown an additional 0.5 in. (1 cm.). This was unexpected 
in view of her bone age, but it did demonstrate the sup- 
pressing effect of the estrogens. However, 68.63 in. (174 
cm.) was her final height, since she has not grown in the 
year prior to writing. Thus, her total increase in height was 
2.25 in. (6 cm.), compared to the predicted minimum of 
4 in. (10 cm.). Seven months after the onset of administra- 
tion of estrogen, she developed uterine bleeding which per- 
sisted for about three months. After this bleeding had 
stopped, she commenced menstruating regularly and_ has 
continued to do so ever since. There was no breast pain 
in either girl. 
Comment 


It is considered that these two patients had a 
successful growth inhibition. It is, of course, im- 
possible to state what their final growth would have 
been had not estrogen therapy been instituted. 
However, in view of the previous rate of growth 
and its immediate suppression after onset of treat- 
ment, one is justified in claiming that they would 
have been considerably taller had they not. re- 
ceived this therapy. 

The mechanism of growth suppression by es- 
trogen has probably two physiological bases. It has 
been shown experimentally, for instance, that estro- 
gens suppress growth hormone elaboration in the 
pituitary of rats. The second mechanism by which 
estrogen therapy suppresses growth is probably in 
action on the growth centers in the bones them- 
selves. Thus, x-ray evidence in both of the above 
reported cases showed that after one and one-half 
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age was advanced four to five years in both cases. 
A similar condition is observed in precocious puber- 
tv, where an actual stunting of growth occurs 
through bone aging induced by endogenous estro- 
gens. Goldberg and I* demonstrated that after 
suppression of endogenous estrogens by androgen 
administration in one patient stunting was elimi- 
nated and the girl achieved a height of 63 in. (160 
cm.) compared to an average of approximately 56 
in. (142 cm.) in untreated patients. 

The results herein reported on estrogen adminis- 
tration for suppression of growth duplicate closely 
those reported by Goldziehr.' In view of the satis- 
factory response to this therapeutic procedure and 
the absence of serious side-effects, this seems to be 
an effective and safe method of checking rapid 
growth in excessively tall girls. 


Summary 


Two girls were treated with estrogen to inhibit 
their growth. In both cases, the eventual height 
was considerably less than what might be pre- 
dicted were the patients to have remained un- 
treated. There were no harmful effects in either 
patient other than some irregular uterine bleeding. 
Regular menstruation occurred following cessation 
cf therapy. 

450 Sutter St. 
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to two vears of treatment with estrogen the bone 1948. 


ENTAL RETARDATION.-~—it is unlikely that in this country there is any 
other form of disability which equals impairment of mental ability in re- 
spect to its toll of economic uselessness and human misery. If one uses as 

the criterion of disability the inability to obtain gainful employment, one can say 
that, with the possible exception of mental illness, mental retardation is the most 
significant handicap of our present society. To be specific, of the 4,200,000 children 
born annually in the United States, 3% (126,000) will never achieve the intellect 
of a 12-year-old child, 0.3% (12,600) will remain below the 7-vear intellectual level, 
and 0.1% (4200), if they survive, will spend their lives as completely helpless im- 
beciles, unable even to care for their own creature needs, . . . This is a problem 
which we have always had with us, but a number of factors have served recently 
to reemphasize its importance. The first of these is the increasing complexity of our 
society and the development of programs of compulsory education. Both of these 
have served to alter the definition of retardation and to cause to be included within 
this category persons who would not previously have been considered handicapped. 
An additional factor is the increase in our ability to deal with other forms of illness. 
As our adequacy in treating the acute infectious diseases of childhood has increased, 
our inadequacy in treating the disorders of the nervous system stands out in sad 
contrast.—R. L. Masland, M.D., The Prevention of Mental Retardation, A. M. A. 
Journal of Diseases of Children, January, 1958. 
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INJURY 


Gordon Davenport, M.D., Madison, Wis. 


One of the injuries peculiar to automobile acci- 
dents is the windshield injury—multiple, irregular 
lacerations of the face sustained when the victim 
strikes the windshield. These injuries are noto- 
riously deceiving. All too often, wound margins 
are carefully sutured and primary healing is 
achieved, yet in a few weeks the initial smooth, 
fine scars have widened or become hypertrophic 
and the margins are inverted, rolled, elevated, or 
otherwise distorted. A pleasing repair at the oper- 
ating table becomes a source of disappointment to 
the physician and distress to the patient. Second- 
ary repair becomes necessary. 

While it is true that unsatisfactory scars can be 
improved by later surgical revision, it is equally 
true but more significant that satisfactory results 
can be achieved from primary repair if the causes 
of the subsequent problems are understood and 
eliminated at the time. The purpose of this paper 
is to point out the pitfalls in the repair of wind- 
shield injuries and offer suggestions for improved 
results. 

Before progressing directly to the problem, it 
should be emphasized that in any injury the total 
picture must be kept in mind. When life is en- 
dangered by the magnitude of the injury, definitive 
repair of facial injuries can and should be tempo- 
rarily delayed until the general condition of the 
patient is stabilized.’ Arrest of hemorrhage, restora- 
tion of blood volume, and establishment of an ade- 
quate airway are basic. Anesthesia must be ade- 
quate, either general or generous local. Finally, 
repair of underlying bone and nerve injury must 
precede soft tissue repair.” However, the scope of 
this paper will be limited to problems of skin 
closure. 


Principles of Wound Closure 


One often hears that a poor wound closure has 
“caused a scar” or that subsequent surgery can 
“get rid of a scar.” Such statements are, of course, 
erroneous. Scar tissue is the normal and essential 
end-product of repair. It is not the mere presence 
of scar tissue that determines the result of repair 
but the quality and quantity of the scar, as well 
as the direction and degree of subsequent scar 
contracture. Surgical repair, therefore, should be 
done with the aim of minimizing scar formation 
and adjacent skin distortion. 

The basic principles of closure of face wounds, 
regardless of etiology, are the same as for wounds 
elsewhere on the body. All wounds must first be 


thoroughly cleansed and, where necessary, débride- 
ment should be done. Débridement is a well-ac- 
cepted principle intended to convert a contami- 
nated wound into a surgically clean one.’ This 
procedure must be meticulous, with care being 
taken to avoid injury to the branches of the facial 
nerve. Ragged margins are excised; crushed tissue 
is removed. In addition to being fertile ground 
for infection, crushed tissue gives rise to fibrous 
tissue, contributing to scar hypertrophy. While 
débridement on the face must be conservative, 
it is false economy to save crushed tissue, as it 
will probably have to be removed at a later date. 
After débridement, hemostasis must be secured, 
dead space eliminated, and the wound closed. 

For wound closure, suture material must be fine: 
0000 plain absorbable surgical suture for buried 
sutures, 00000 or finer silk or nylon sutures for the 
skin. Landmarks, such as eyebrow or lip margins, 
are united first. Subcutaneous sutures should ap- 
proximate skin edges as completely as possible so 
that there is minimal tension on skin sutures, Small 
absorbable surgical sutures placed just below the 
dermis are helpful for this. Skin sutures are not 
intended to draw the wound together; they are 
used to achieve the final accurate approximation 
of the skin margins. They should be placed close 
to the margins and close together. A good rule of 
thumb is % in. from the margins and % in. apart. 
A continuous subcuticular stitch may be used if 
desired. If the subcutaneous tissues have been 
closed well, the skin sutures can be removed early, 
starting on the third day, to avoid or minimize 
suture marks. Too large “bites” with too large 
suture material tied too tightly and left in too 
long produces the unsightly suture marks often as- 
sociated with scars. A collodion dressing is useful 
after suture removal to support and immobilize 
the wound. 

Types of Laceration 

But why, as stated previously, are the scars from 
windshield injuries often so disappointing, even 
when accepted standard procedures have been fol- 
lowed? The answer involves some of the charac- 
teristics of these injuries and the fact that scars 
contract in the direction of the wound. This is 
best explained by examining some of the com- 
monly encountered problems. 

Oblique Laceration—One of the characteristics 
of windshield injuries is the direction of the lacera- 
tions in relation to the skin surface. Although 
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some cuts may be perfectly perpendicular, more 
commonly they are oblique. The oblique lacera- 
tions may produce one of the major pitfalls in 
repair of injury. At the time of repair the skin 
margins lie flat, but, since scars always contract 
in the direction of the wound, one side eventually 
elevates or “rolls,” as illustrated in figure 1A. Al- 
though the resulting ridge may be only a milli- 
meter or two wide, the deformity is quite notice- 
able on an otherwise smooth skin surface. This 
ridge will flatten a little in time, but rarely will 
the margins flatten completely. The most meticu- 
lously performed closure cannot insure against this 
physiological process. The only effective measure 
is to create perpendicular skin margins by actual 
excision, as shown in figure 1B. Any subsequent 
contracture will then affect each margin equally. 

Trap-Door Laceration.—Another common wound 
is V-shaped or U-shaped—the “trap-door” lacera- 
tion. Scar contracture in these injuries causes ele- 
vation of the central segment of skin, as illustrated 
in figure 2A. Where possible, this wound is best 
handled by elliptical excision of the central seg- 
ment, as shown in figure 2B. It is particularly im- 
portant to carry this out when, as is often the case, 
the margins of the wound are severely oblique. 
When the central segment is too large to excise, 
the margins are made perpendicular by excision 
and the wound is closed. 

Avulsion.—Occasionally in a segment of skin 
and subcutaneous tissue partial or total avulsion 
occurs. When avulsion is only partial, every effort 
must be made to save the segment if any circula- 
tion is evident. Because the face has an excellent 
blood supply, tissue in which partial avulsion has 
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Fig. 1.—Repair of oblique laceration. A, scar elevates on 
one side due to contraction in direction of wound. B, effec- 
tive closure creates perpendicular skin margins by actual 
excision, so that contracture affects each margin equally. 


occurred has a remarkable ability to survive, even 
when the attachment is quite narrow. If some cir- 
culation is present, the flap, after necessary débride- 
ment, should be returned to its bed and a pressure 
dressing applied to reduce venous congestion. 
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When the segment is obviously nonviable, or when 
complete avulsion is present, wound closure must 
be effected by other means. Under no circum- 
stances should the wound be left open if the pa- 
tient’s general condition will permit surgery. Be- 
cause of the elasticity of facial tissues, closure 
can frequently be accomplished by undermining 
the adjacent skin and advancing the margins. 


A 


Fig. 2._Repair of “trap-door” laceration. A, contracture 
causes elevation of central segment of skin. B, effective 
closure is done with use of elliptical excision of the central 


segment. 


When the defect is too large for this, a skin graft 
will prevent scar contracture and distortion of 
facial features. Any necessary revision can be car- 
ried out at a later time. 

Multiple Small Lacerations.—A shattered wind- 
shield often inflicts a multitude of small lacerations 
which elevate tiny tags and flaps of skin. These 
often leave a disfiguring nodular irregularity of the 
skin surface. Treatment at the time of injury is 
limited. The larger tags can be excised and han- 
dled as “trap-door” or oblique lacerations. When 
lacerations are too small or numerous for this, the 


problem may have to be treated later when the 


nodularity can be improved by dermabrasion. 
Abrasions.—In addition to the sharp lacerations 
due to the windshield injury, there often are asso- 
ciated abrasions. Not infrequently, gravel, grease, 
or other foreign material has been ground into the 
wound. If this is not completely removed, a dis- 
figuring tattoo will remain. Generous saline solu- 
tion irrigation is useful; a grease solvent is some- 
times necessary. A scrub brush is very rough; a 
surgical sponge is preferable. A no. 11 Bard-Par- 
ker scalpel is useful for loosening foreign material. 
Although sometimes tedious, thorough débride- 
ment of these wounds is essential and rewarding. 


Summary 


Windshield injuries present many pitfalls to suc- 
cessful repair. A poor result affects the patient's 
morale and his social and economic outlook. Satis- 
factory results can be achieved from primary re- 
pair, however, reducing or eliminating the need for 
subsequent scar revision. The key to most prob- 
lems is adequate débridement, creating perpen- 
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dicular wound margins. Avulsions are closed by 
returning viable flaps, undermining and approxi- 
mating remaining tissues, or applying skin grafts. 
The problems of abrasions and multiple small lac- 
erations are resolved by use of the same principles. 


110 E. Main St. (3). 
Illustrations were provided by Leslie G. Kilpatrick, M.D. 
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Monographs and supplemental statements on drugs described here and in subsequent editions 
of New and Nonofficial Drugs are based on the evaluation of available scientific data and re- 


ports of investigations. 


Benactyzine Hydrochloride.—2-Diethylaminoethy] 
benzilate hydrochloride.—The structural formula of 
benactyzine hydrochloride may be represented as 
follows: 


OH |CHeCHs 
O CHeCHeN ad 
CHeCH3 


HCI 


\ 4 


Actions and Uses.—Benactyzine hydrochloride, a 
diphenylmethane, is an anticholinergic compound 
with the same actions and effects but with approx- 
imately only one-fifth to one-fourth the activity of 
atropine. Benactyzine, however, usually produces 
an effect on the central nervous system with doses 
that elicit little or no peripheral effects. The mech- 
anism of central action is not known, although ob- 
servations in experimental animals tend to support 
the assumption that the drug acts on the hypothala- 
mus in such a manner as to raise the threshold of 
emotional reaction to external stimuli. In rats sub- 
jected to mental stress, benactyzine increases the 
number of conditioned responses to a fixed stimulus. 
In normal human test subjects, therapeutic doses 
produce prompt subjective effects variously ex- 
pressed as retardation of mental activity, blocking of 
thought, and feeling of muscular relaxation. Dizzi- 
ness and ataxia may also occur. Objectively, the 
electroencephalogram shows a reduction in normal 
rhythm and sometimes abolition of alpha waves. 
This abolition coincides with the height of sub- 
jective effects. Because the drug does not exhibit 
sedative or hypnotic action and does not affect body 
temperature or blood pressure, it is not considered 
a tranquilizing agent in the sense in which that term 
applies to drugs that exert a depressant action. 


H. D. Kautz, M.D., Secretary. 


Benactyzine hydrochloride is proposed for clinical 
use as a psychotherapeutic agent in the management 
of psychoneurotic disorders with anxiety reaction, 
obsessive-compulsive reaction, or mild depressive 
reactions. In general, it is stated that optimal bene- 
fits are more likely to occur in patients whose atti- 
tude is cooperative, whereas patients with a hostile 
attitude may deteriorate under therapy. Also, short- 
term neuroses which may have remissions tend to 
respond better than chronic, fixed disorders. It must 
be borne in mind that, as with certain other agents, 
psychoneurotic manifestations in some patients will 
occasionally be enhanced after use of benactyzine. 
Reports of clinical investigations are somewhat con- 
tradictory regarding effectiveness of the drug in the 
conditions for which it is proposed. Some observers 
feel that it is less effective than other psychothera- 
peutic drugs but may be more effective than the 
barbiturates in dealing with psychoneurotic symp- 
toms. The drug appears to have practically no effect 
in the management of psychotic symptoms. On the 
basis of currently available evidence, the use of 
benactyzine appears to have been followed by im- 
provement in about one-half of the patients in 
whom it was employed, but more conclusive clin- 
cal observations are necessary to establish its ulti- 
mate usefulness. 

Benactyzine hydrochloride appears to have a low 
toxicity in both animals and man. In human sub- 
jects, experimental doses of 60 mg. daily for one 
month, or 90 mg. as a single dose, did not reveal 
serious toxic effects. The effect of the drug appears 
promptly after administration, and perceptible ef- 
fects produced by a single oral dose of 5 mg. dis- 
appear within one to one and one-half hour. The 
drug is eliminated rapidly, chiefly in the urine. The 


pe 
ict 
(au 
c 
= 
fe, 
Ho 
< 


Vol. 166, No. 11 


brain appears to retain the drug longer than other 
tissues, but there is no apparent residual action or 
accumulation. 

Because of its anticholinergic nature, benactyzine 
hydrochloride may give rise to side-effects similar to 
those of atropine. Side-effects so far reported include 
dryness of the mouth, metallic taste, blurred vision, 
inhibition of accommodation, dizziness, giddiness, 
ataxia, nervousness, palpitation, nausea, diarrhea, 
general apathy, and indifference. When present, 
such effects may disappear with slight reduction in 
dosage. The chief subjective complaints are usually 
diminished ability to concentrate and a sense of de- 
personalization or unreality. In some patients, these 
may be sufficiently disturbing to warrant cessation 
of therapy to avoid intensifying the neurotic state. 
Other patients may complain of excessive muscular 
relaxation, with heaviness and paresthesia of the 
limbs. Prior explanation of such effects may reduce 
the unfavorable response in some patients. 

Benactyzine hydrochloride is contraindicated in 
patients who are frankly hostile. The drug is also 
considered to be contraindicated in glaucoma be- 
cause of its anticholinergic properties. Benactyzine 
hydrochloride should not be administered to pa- 
tients who are to receive electroshock therapy. As 
with all new drugs, physicians should be alert to 
the possibility of untoward effects, which may 
appear with more extensive use. 

Dosage.—Benactyzine hydrochloride is .adminis- 
tered orally. The suggested initial oral dosage for 
adults is 1 mg. three times daily for two or three 
days. If such doses elicit no therapeutic response, 
they may be increased gradually to 3 mg. three 
times daily. Administration after meals is consid- 
ered desirable to minimize the occurrence of side- 
effects arising from unusually prompt absorption. 
Should side-effects occur at a particular dosage, it 
should be reduced. Dosages totaling more than 10 
mg. daily are not considered desirable for any pa- 
tient. However, until longer experience has been 
gained, the dosage of the drug should be consid- 
ered tentative, and all patients observed carefully 
for the development of untoward effects. 

Preparations: tablets 1 mg. 

Applicable commercial name: Suavitil. 

Merck Sharp & Dohme, Division of Merck & Co., Inc., 
cooperated by furnishing scientific data to aid in the evalua- 
tion of benactyzine hydrochloride. 


Ethotoin.—3-Ethyl-5-phenylhydantoin.—The struc- 
tural formula of ethotoin may be represented as 


follows: 


oO, 
N-CHeCHs3 
H Nv 


H 


Actions and Uses.—Ethotoin, a hydantoin-type 
anticonvulsant, is useful for the treatment of grand 
mal epilepsy. The therapeutic dosage of ethotoin is 
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greater than that of many commonly used anticon- 
vulsants, such as diphenylhydantoin, primidone, or 
phenobarbital. On the other hand, ethotoin is con- 
siderably less toxic than any of the foregoing drugs 
and, unlike the barbiturates, does not produce 
sedation at therapeutic dosage levels. When used 
alone in grand mal epilepsy, it generally brings 
about a reduction in seizuse frequency but may not 
always afford complete seizure control. It may be 
useful as a substance to try first, particularly if im- 
mediate control of grand mal seizures is not essen- 
tial for social or economic reasons. If full control of 
the seizures is not obtained by use of ethotoin alone, 
it may be combined with other anticonvulsant drugs. 
In certain patients, it will control seizures that are 
refractory to other anticonvulsant agents. Ethotoin is 
of limited usefulness in psychomotor seizures. It 
has been tried in cases of petit mal and petit mal 
variant seizures. Although its usefulness is limited 
in this type of epilepsy, it may bring about im- 
provement in some cases. 

Ethotoin appears to have fewer side-effects than 
the other hydantoin derivatives in common use as 
anticonvulsants. In clinical trials over long periods 
of time and with high dosage. no evidence of kid- 
ney, liver, or hematopoietic damage has been ob- 
served. Only rare instances of ataxia or gum hyper- 
plasia have occurred, and these reactions were 
found in patients undergoing treatment with other 
hydantoin derivatives. Occasionally encountered 
side-effects include skin rash, dizziness, anorexia, 
nausea and vomiting, diplopia, drowsiness, numb- 
ness, headache, tension, epigastric burning, nystag- 
mus, gastrointestinal upset, and depression. Many 
of these side-effects respond promptly to a reduction 
in dosage; gastric distress may be minimized if the 
drug is administered with food. Although ethotoin 
appears to be a substance of low toxicity, the pos- 
sibility of serious untoward reactions should be kept 
in mind, pending the accumulation of more clinical 
experience. 

Dosage.—Ethotoin is administered orally in dos- 
ages which must be individualized according to the 
response of the particular patient and the degree of 
control achieved with other anticonvulsant drugs. 
The average dose for adults is 2 to 3 Gm. per day, 
given after food, in four to six divided doses. 
Dosages below 2 Gm. a day have proved ineffective 
in most adult patients. It is generally advisable to 
avoid a high initial dose. The recommended pro- 
cedure is to begin treatment with not more than 1 
Gm. daily and to increase the dose gradually over 
a period of several days, in order to determine the 
patient's individual tolerance and the optimal dos- 
age. Doses as high as 5 Gm. a day have been used 
but are seldom necessary. When doses this size are 
required, it is considered wise to supervise the pa- 
tient more closely. 
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Doses of 0.5 to 1 Gm. daily have been found 
effective in many children. However, amounts of 
2 Gm., or more rarely 3 Gm., have been used suc- 
cessfully. An appropriate dosage will depend to 
some extent on the age and weight of the child and 
on the type and dose of concomitant medication. As 
with adults, it is considered advisable to start with 
a comparatively low dosage which may be increased 
gradually. 

If the patient is already receiving another anti- 
convulsant medicament, it should be continued 
when ethotoin is started. Usually the dosage can be 
gradually reduced as that of ethotoin is increased, 
until ethotoin has replaced the previous medicament 
or until the optimal dosage of both anticonvulsants 
has been established. When ethotoin is combined 
with other hydantoins, the dose of the latter should 
be gradually reduced in order to avoid ataxia and 
other side-effects which occur with high doses of 
such other hydantoins. 

Preparations: tablets 250 mg. and 500 mg. 

Applicable commercial name: Peganone. 

Abbott Laboratories cooperated by furnishing scientific 
data to aid in the evaluation of ethotoin. 


Methitural Sodium. — 5-(1-Methylbutyl ) -5-[2- 
(methylthio ) ethyl] -2-thiobarbiturate. — The struc- 
tural formula of methitural sodium may be repre- 
sented as follows: 

N-C CHCH2CH2CHs 
4 
NeSC 
N-C CHeCHeS CHs 


H 


Actions and Uses.—Methitural sodium, an ultra 
short-acting thiobarbiturate, is used as an intra- 
venously administered anesthetic agent. Since its 
potency is less than that of thiopental sodium, larg- 
er doses are required to produce the same degree of 
anesthesia. Like other thiobarbiturates, methitural 
is stored temporarily in body fat depots and sub- 
sequently is transported to the liver, where it is 
metabolized. Because its metabolic degradation and 
excretion proceed more rapidly than those of thio- 
pental, cumulative effects are less and awakening 
time is more rapid. These differences are more ap- 
parent when larger amounts of the drug are used 
for longer operative procedures. Anesthetic induc- 
tion time is longer with methitural and should pro- 
ceed more slowly than with thiopental. 

Methitural sodium is employed for the same 
purposes as the sodium salts of thiopental, hexo- 
barbital, and thiamylal. Thus, it may be used as the 
sole anesthetic agent in short operative procedures, 
for induction prior to the administration of gaseous 
general anesthetics in long operations, and as a 
supplement to local anesthetics during regional and 
spinal anesthesia. The drug does not provide muscle 


COUNCIL ON DRUGS 


J.A.M.A., March 15, 1958 


relaxation but is compatible with and may be used 
in conjunction with curare and curariform drugs. 
Belladonna alkaloids should be administered as pre- 
medication. Once sufficient experience has been 
gained in the use of methitural sodium, general 
anesthesia with this agent appears to be as smooth 
and as satisfactory as that obtained with thiopental. 
Its diminished cumulative effects and rapid awak- 
ening time are considered advantageous. There is 
also some indication that methitural produces some- 
what less postanesthetic “hang-over” than the other 
thiobarbiturates. On the other hand, parasympa- 
thomimetic effects, such as hiccups, coughing, and 
laryngospasm, seem to be greater with methitural 
than with thiopental. These effects plus increased 
induction time and venous irritation with concen- 
trated solutions constitute disadvantages. 

Side-effects to methitural sodium are those of 
intravenously administered barbiturates in general 
and include hypotension, respiratory depression, 
hypoxia, laryngospasm, and excitement. The drug 
should be used with caution in patients with 
dyspnea, asthma, respiratory obstruction, severe 
hypotension or hypertension, myocardial disease, 
cardiac decompensation, anemia, and extreme obes- 
ity. It is contraindicated in patients with severe 
hepatic dysfunction. Methitural should be admin- 
istered only by anesthesiologists competent in the 
use of thiobarbiturates in intravenous anesthesia; 
equipment and facilities for providing oxygen and 
insuring adequate respiration should be available 
at all times. 

Dosage.—Methitural sodium is administered intra- 
venously. Except for concentration and dosage, the 
techniques and procedures for the intravenous ad- 
ministration of methitural sodium are the same as 
for other thiobarbiturates. For intermittent admin- 
istration, the most satisfactory concentration appears 
to be a 2.5% solution; 5% solutions have been used, 
but at this concentration venous irritation is likely 
to be encountered. For induction of general anes- 
thesia in adults, 4 or 5 cc. of a 2.5% solution is in- 
jected at intervals of 30 to 60 seconds. Although the 
rate of injection and dosage vary, the administra- 
tion of 200 to 600 mg. in this manner is usually 
sufficient to induce anesthesia in most patients. 
After induction, small maintenance doses (2 or 3 
cc. of a 2.5% solution) may be injected at intervals 
governed by the usual signs relating to depth of 
thiobarbiturate anesthesia. The total dosage of 
methitural should probably not exceed 2 Gm. in 
most patients. The drug may also be administered 
by slow intravenous drip of a 0.5 to 0.8% solution 
to supplement other forms of anesthesia. 


Preparations: powder (injection) 1, 2, and 5 Cm. 

Applicable commercial name: Neraval Sodium. 

Schering Corporation cooperated by furnishing scientific 
data to aid in the evaluation of methitural sodium. 
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Aminotrate Phosphate.—Triethanolamine _ trini- 
trate diphosphate.—-The structural formula of ami- 
notrate phosphate may be represented as follows: 


N-CHeCHe2ONO2 2 
CHeCH2zONOe 


Actions and Uses.—Aminotrate phosphate, an or- 
ganic nitrate compound, produces a mild but per- 
sistent vasodilating effect on smooth muscle, 
especially that of the smaller blood vessels of the 
postarteriolar vascular bed. As with other agents 
in this category, this effect is believed to be de- 
pendent on the release of nitrite ion in the body. 
The drug also produces some degree of coronary 
vasodilation as indicated by its ability to improve 
blood supply and to relieve myocardial ischemia 
in the isolated rabbit heart. In human patients, 
clinically demonstrable effects referable to coronary 
vasodilation are not apparent until some time after 
administration of the drug. Thus, aminotrate phos- 
phate is considered to be much slower acting than 
either glyceryl trinitrate (nitroglycerin) or amyl 
nitrite. On the other hand, its coronary vasodilat- 
ing effects are much more prolonged than those 
produced by either of these agents. In contrast to 
most organic nitrates, aminotrate phosphate does 
not, in therapeutic doses, appreciably lower blood 
pressure or cause reflex tachycardia. 

Aminotrate phosphate has been used prophylac- 
tically in the hope of preventing attacks of angina 
pectoris in patients subject to this disorder. Al- 
though few of the clinical reports available to date 
are well controlled, it is the impression of most 
observers that the drug is beneficial in reducing the 
frequency and severity of anginal attacks in some 
patients. However, therapeutic response to the 
drug appears to be variable and unpredictable; 
whereas some patients experience decided improve- 
ment under therapy, many others obtain no relief 
whatsoever. Although it is not possible to deter- 
mine the precise percentage of patients in whom 
a favorable response might be expected, currently 
available evidence suggests that this will not ex- 
ceed 50% and may be considerably less. Amino- 
trate phosphate shows about the same order of ef- 
fectiveness as pentaerythritol tetranitrate. Because 
of its slow onset of action, aminotrate phosyhate 
is not suitable for the immediate relief of anginal 
pain and is not intended to replace glyceryl tri- 
nitrate for this purpose. 

Aminotrate phosphate appears to be better tol- 
erated than most of the other nitrates used in the 
therapy of angina pectoris. Thus, the headaches, 
dizziness, gastric upset, nausea and vomiting, and 
palpitation which frequently complicate therapy 
with the other agents are encountered only in- 
frequently. Although methemoglobinemia is a rare 
complication of nitrate therapy, aminotrate phos- 
phate is believed to be safer in this respect for 
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patients with anemia. Aminotrate phosphate in- 
creases intraocular pressure and is contraindicated 
in the presence of glaucoma. 

Dosage.—Aminotrate phosphate is administered 
orally. Although development of tolerance has not 
been reported, such an effect is to be expected on 
the basis of previous experience with other long- 
acting nitrates and physicians should be on the 
alert for it. Present evidence suggests that the 
dosage for aminotrate phosphate can remain con- 
stant for considerable periods without loss of effect. 
For the prophylaxis of angina pectoris, the usual 
daily dose is 8 to 16 mg. taken in divided doses be- 
fore meals and before retiring. Somewhat larger 
doses have occasionally been employed. There may 
be no significant effect before the third day of 
administration, and a period of a week or more 
may elapse before maximal effects are apparent. 

Preparations: tablets 2 mg. and 10 mg.; tablets (sus- 
tained-release) 10 mg. 

Applicable commercial names: Metamine, Nitretamin. 

Thos. Leeming & Co., Inc. and E. R. Squibb & Sons, 
Division of Olin Mathieson Chemical Corporation, coop- 
erated by furnishing scientific data to aid in the evaluation 
of aminotrate phosphate. 


Deserpidine.—11-Desmethoxyreserpine.—The 
structural formula of deserpidine may be repre- 
sented as follows: 


OCH; 


OCHs 


OCHs 


Actions and Uses.—Deserpidine, an ester alkaloid 
isolated from Rauwolfia canescens Linn., is identi- 
cal in chemical structure to reserpine except that 
it lacks the methoxy (CH;-0-) group at the 11 
position. The pharmacological actions of deserpi- 
dine are essentially the same as those of other 
active alkaloids of Rauwolfia, including reserpine. 
On the basis of animal experiments and some clin- 
ical observations, deserpidine is said to have a 
more rapid onset of action than reserpine, is some- 
what less potent, and produces less lethargy and 
depression. However, these minor differences are 
probably of little clinical significance from the 
standpoint of over-all effectiveness or dosage re- 
quirements, and both drugs have the same uses 
and limitations. (See the monograph on reserpine 
in New and Nonofficial Drugs. ) 

Dosage.—Deserpidine is administered orally. For 
the treatment of mild anxiety states and mental 
disturbances, doses of 0.1 mg. per day may be 
sufficient. At least 2 to 3 mg. daily is required for 
the treatment of institutionalized patients with 
psychosis. For the treatment of mild essential hy- 
pertension, the initial dose is 0.25 mg. three or four 
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times daily until the desired response has been ob- 
tained. Thereafter, blood pressure may be main- 
tained with doses of as little as 0.25 mg. per day. 

Preparations: tablets 0.1, 0.25, and 1 mg. 

Applicable commercial name: Harmony]. 

Abbott Laboratories cooperated by furnishing § scientific 
data to aid in the evaluation of deserpidine. 


Parethoxycaine Hydrochloride.—2-Diethylamino- 
ethyl p-ethoxybenzoate hydrochloride.—The struc- 
tural formula of parethoxycaine hydrochloride may 
be represented as follows: 


9 
C2Hs0 C O CHaCHeN. HCI 
C2Hs 


Actions and Uses.—Parethoxycaine hydrochloride 
is a local anesthetic agent with actions similar to 
those of procaine. Its acute toxicity in experimental 
animals is slightly more than that of procaine. 
Parethoxycaine is rapid-acting, and the duration 
of anesthesia is slightly longer than that produced 
with an equal amount of procaine. In animal ex- 
periments, the drug appears to be somewhat more 
potent, milligram for milligram, than procaine. 
Except for these minor quantitative differences, 
parethoxycaine hydrochloride behaves pharmaco- 
logically in essentially the same manner as procaine 
hydrochloride. 

Parethoxycaine hydrochloride is proposed for use 
in regional anesthesia by either infiltration or nerve 
block techniques, including dental procedures, for 
single injection or continuous spinal anesthesia, for 
peridural segmental anesthesia, for caudal anes- 
thesia in obstetrics, and for topical anesthesia in 
cystoscopic, bronchoscopic, or endotracheal pro- 
cedures. Clinical experience with the drug for all 
of the foregoing procedures has been too meager 
to permit definite conclusions as to its efficacy and 
safety. On the basis of limited studies conducted 
almost two decades ago, the drug appears to be 
about as satisfactory as procaine for those tech- 
niques involving parenteral injection, but it does 
not possess any advantages which would distin- 
guish it from procaine, lidocaine, tetracaine, or any 
of the other local anesthetic agents that have under- 
gone much more extensive clinical investigation. 

When the drug is employed by the low spinal 
route, the onset of sensory anesthesia appears to be 
somewhat more rapid than with procaine. How- 
ever, the duration of such anesthesia is not pro- 
portional to dose. Thus, in spite of its slightly in- 
creased potency, dosage of parethoxycaine for 
long operative procedures approaches that of pro- 
caine. The drug should not be used as a spinal 
anesthetic for operations above the lower abdomen. 
There is no clinical evidence to support its use for 
topical or surface anesthesia of mucous or other 
membranes. 

On the basis of limited clinical experience, par- 
ethoxycaine appears to be of about the same order 
of toxicity as procaine. The drug does not produce 
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irritation at the site of injection but does elicit the 
same type of effect on blood pressure, pulse, and 
respiration which is observed after administration 
of procaine and similar local anesthetic agents. It 
should therefore be employed with the same discre- 
tion as all other agents in this category. (See the 
general statement on local anesthetics in New and 
Nonofficial Drugs. ) 

Dosage.—For regional anesthesia, the concentra- 
tion of parethoxycaine hydrochloride solution and 
the amount injected vary according to clinical in- 
dications and the duration and extent of anesthesia 
desired. A 0.3 to 1% solution is proposed for infiltra- 
tion anesthesia, whereas a 1 to 1.5% solution is sug- 
gested for nerve block techniques. For dental pro- 
cedures, by either infiltration or nerve block tech- 
niques, a 1% solution has been used. Epinephrine 
hydrochloride, in a final dilution of 1:200,000, may 
be added when desired to solutions of parethoxy- 
caine hydrochloride used in regional anesthesia. 
For single injection spinal anesthesia, a 2.5% solu- 
tion may be employed; dosage varies from 0.6 to 
2 ce. (15 to 50 mg.). A 2.5% solution of the drug in 
cerebrospinal fluid is employed for continuous 
spinal anesthesia; the suggested initial dose is 4 to 6 
cc. (100 to 150 mg.) followed by 1 to 2 ce. (25 to 50 
mg.) as needed. For peridural segmental anesthesia, 
2.5 cc. (50 mg.) of a 2% solution is administered. Con- 
centrations of 1.5% are suggested for caudal anes- 
thesia. The proposed dosage for topical anesthesia 
of mucous membranes, as in cystoscopic, bron- 
choscopic, and endotracheal procedures, is 5 cc. 
of a 2 to 5% solution. Since there is no evidence to 
confirm the usefulness of parethoxycaine as a 
topical anesthetic, the foregoing proposed dosage 
for this purpose should be considered experimental. 

Solutions of parethoxycaine hydrochloride be- 
come cloudy when exposed to air; hence, suitable 
dilutions of the sterile crystalline drug should be 
freshly prepared and used at once. 

Preparations: crystals (injection) 1 Gm.; ointment 2% 
and 5%; solution (injection) 20 mg. in 1 cc., 50 mg. in 1 cc. 

Applicable commercial name: Intracaine Hydrochloride. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemi- 
cal Corporation, cooperated by furnishing scientific data to 
aid in the evaluation of parethoxycaine hydrochloride. 


Perphenazine. —2-Chloro- 3-[4-( 8-hydroxy- 
struc- 
tural formula of perphenazine may be represented 
as follows: 


CHaCHaCHaN N CH2CHsOH 
| 
N 
s 
Actions and Uses.—Perphenazine, a phenothia- 


zine compound, differs chemically from prochlor- 
perazine only with respect to the substitution of a 
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hydroxyethyl group for the methyl group of the 
latter drug. Perphenazine is approximately twice 
as potent, milligram for milligram, as prochlorpera- 
zine and exhibits depressant actions, clinical uses, 
and side-effects similar to those of chlorpromazine. 
Thus, perphenazine is useful in the treatment of 
psychoneuroses predominantly characterized by 
anxiety, tension, and agitation, in certain psychotic 
disorders, for the control of hiccough, and also as 
an antiemetic for the control of nausea and vomit- 
ing. Although perphenazine, like prochlorperazine, 
appears to have an over-all clinical toxicity some- 
what less than that of chlorpromazine, physicians 
should be alert to the possibility of the develop- 
ment of jaundice, blood dyscrasias, or neurological 
sequelae referable to extrapyramidal involvement 
and should maintain close supervision of patients 
to avoid these complications. 
Dosage.—Perphenazine is administered orally, 
intramuscularly, and, rarely, intravenously. For oral 
use in the management of mild anxiety and ten- 
sion states or as an antiemetic, the dose for adults 
ranges from 2 to 4 mg. three or four times daily. 
Doses of 4 to 8 mg. three times daily by mouth 
are suggested for ambulatory patients with psycho- 
neurosis. For the treatment of institutionalized 
patients with psychosis, the total oral dose for 
adults ranges from 16 to 64 mg. per day given in 
two to four divided doses. The usual oral dosage 
for children between 1 and 6 years of age is 2 mg. 
two or three times daily; for children between the 
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ages of 6 and 12 years, the oral dose is 2 mg. three 
or four times a day. A total daily oral dose of more 
than 12 mg. is seldom necessary to elicit a favor- 
able response in children. 

Perphenazine may be injected intramuscularly 
when rapid effect or prompt control of an acute 
or intractable situation is required or when oral 
therapy is not feasible. The usual initial dose is 
5 mg. This may be repeated every six hours. The 
total daily dosage usually should not exceed 15 
mg. in ambulatory patients or 30 mg. in hospital- 
ized patients. Oral therapy should be substituted 
as soon as practicable. 

Intravenous administration of perphenazine is 
not recommended except when absolutely neces- 
sary to control severe vomiting, intractable hic- 
coughs, or acute symptoms, such as violent retching 
during surgery. When indicated, the drug should 
be administered at a rate not to exceed 1 mg. per 
minute, and the total intravenous dose should not 
exceed 5 mg. The drug is preferably given diluted 
in isotonic sodium chloride solution, with use of 
either fractional injection or slow drip infusion. 

By all routes of administration, the lower range 
of adult dosage may be used in children over 12 
years of age. 

Preparations: solution (injection) 5 mg. in 1 ce.; syrup 
0.4 mg. in 1 cc.; tablets 2, 4, 8, and 16 mg. 

Applicable commercial name: Trilafon. 

Schering Corporation cooperated by furnishing scientific 
data to aid in the evaluation of perphenazine. 


UBERCULOUS MENINGITIS.—Tuberculous meningitis is now a curable dis- 

ease. This became possible for the first time in 1947, with the advent of strep- 

tomycin. From 1947 to 1952 the survival rate in the Children’s Medical Service 
of the Bellevue Hospital was maintained at over 60 per cent using streptomycin and 
Promizole. After 1952, when isoniayid became available, the numbers of survivors 
increased everywhere. At the present time the survival rate is reported to be from 
60 to 95 per cent, depending upon the stage and duration of the disease at the onset 
of therapy. . . . During the early phase of tuberculous meningitis there occurs a 
hypersecretion of cerebrospinal fluid with distention of the cisterns and cerebral 
sulci. This facilitates the passage of air with unusually good filling on encepha- 
lography. In a few patients the third ventricle may be distended sufficiently to cause 
a physiological block of the basilar cisterns. This can be determined by cistern- 
ography. . . . Although the patient may appear critically ill, the patency of the 
basilar system favors a good prognosis. . . . Pneumoencephalography should be per- 
formed in children with tuberculous meningitis when the progress, clinical or chemi- 
cal, is unsatisfactory. The procedure is of great importance in evaluating the under- 
lying pathological process and any modification in therapy. The presence of obstruction 
in the basilar cisterns usually indicates a poor prognosis. In a few cases arrest of the 
hydrocephalus will occur spontaneously. Patients in whom the meningitis is arrested, 
but in whom the hydrocephalus is progressive, become problems of surgical manage- 
ment. A normal pneumoencephalogram usually, but not always, indicates a good 
prognosis.—J. E. Sifontes, M.D., S. V. R. Sordillo, M.D., and E. M. Lincoln, M.D., 
Pneumoencephalography in Tuberculosis Meningitis, The Journal of Pediatrics, June, 
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SCIENTIFIC PROGRAM AT SAN FRANCISCO 
MEETING 


EVERAL sections of the Scientific As- 


* sembly of the American Medical Associ- 


ation will soon be celebrating centennial 


observances. These sections, originating in 1859, 
were conducted as a group of special medical 
organizations at A. M. A. meetings for many years 
and often were the only specialty groups in ex- 
istence. For instance, the Section on Surgery 
carried on its program for more than half a cen- 
tury before the American College of Surgeons 
was founded. The programs consisted largely of 
essay types of presentations, and there was little 
or no coordination between sections. Each section 
made up its own program independently and pub- 
lished its own volume of proceedings. 

The first meeting of section secretaries took place 
in 1913, at which time emphasis was placed upon 
better coordination of subjects among the various 
sections. In 1914, the Council on Scientific Assem- 
bly was established to assist section secretaries in 
this endeavor. For many years, however, the Coun- 
cil on Scientific Assembly and the Committee on 
Scientific Exhibit (which dated from 1899) worked 
independently, both producing programs to com- 
pete for the attention of the same audience. It was 
not until 1953 that the Council on Scientific Assem- 
bly and the Committee on Scientific Exhibit were 
combined into one group. 
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The type of medical meeting has changed 
markedly with these improvements, with fewer 
and fewer of the essay type of presentation and 
more and more of other means of medical com- 
munication. The Scientific Exhibit was started in 
1899; medical motion pictures appeared on the 
program about 1914 and television in 1948. Thus, 
from the experience of many years, the program 
at the San Francisco meeting will be outstanding, 
attracting the specialist as well as the physician in 
general practice. 

Headquarters for scientific activities at San Fran- 
cisco will center in the Civic Auditorium, where 
all activities will be held on Monday and on 
Tuesday morning. The Scientific Exhibit begins at 
8:30 Monday morning, with some 300 exhibits 
covering the various phases of medicine, and will 
continue to Friday noon. Outstanding demon- 
strators will be on duty to answer questions and 
discuss problems with visiting physicians. Among 
the features of the Scientific Exhibit will be the 
Special Exhibit on Fractures, with the leading 
surgeons of the United States in attendance. The 
Fresh Tissue Pathology Exhibit will be presented 
under the auspices of the Section on Pathology and 
Physiology and includes a long list of guest demon- 
strators from leading medical schools. Perinatal 
problems with demonstrations on resuscitation of 
the newborn infant will be presented under the 
auspices of the Sections on Obstetrics and Gyne- 
cology, Pediatrics, and Anesthesiology. Physical ex- 
aminations of physicians will be conducted under 
the auspices of the Section on General Practice, 
assisted by competent cardiologists and radiolo- 
gists. A question and answer conference on nutri- 
tion will be conducted with the cooperation of the 
Council on Foods and Nutrition of the American 
Medical Association. 

The General Scientific Program of lectures will 
start Monday afternoon with a symposium, “The 
Care of the Severely Injured Patient.” On Tuesday 
morning, the subject will be “The Hazards Asso- 
ciated with Therapeutic Agents.” 

The 21 sections of the Scientific Assembly will 
start their meetings Tuesday afternoon and con- 
tinue through Friday noon. Many of the sections 
will hold joint sessions with each other, thus em- 
phasizing the interdependence of one branch of 
medicine upon another. Panel discussions and 
symposiums will be featured with audience par- 
ticipation as much as possible. 


Site 
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Color television will originate in San Francisco 


Hospital and will carry the operating room directly 


into the meeting hall at Civic Auditorium. Sessions 
will be held each morning and afternoon through- 
out the week, showing material that would not 
otherwise be included in the Scientific Program. 
Meanwhile, the motion picture program will show 
the latest advancements of medicine in the United 
States, as well as elsewhere, with a carefully ar- 
ranged schedule of films selected for their gen- 
eral interest. 

The high caliber of the program in San Fran- 
cisco is indicated by the fact that the armed forces 
will give credit for training to reserve officers who 
attend the meeting, while the Academy of General 
Practice will give credit in category I for academy 
members. Any physician who is fortunate enough 
to attend the meeting in San Francisco will be 
well repaid for his effort. 


GLAUCOMA 


It is estimated that over one million persons in 
the United States have undiagnosed glaucoma. ' 
This is about 2% of all persons over 40. The num- 
ber of cases in persons under 40 is negligible, but 
the incidence increases rapidly with increasing 
age. Because we have an aging population, be- 
cause glaucoma is a leading cause of blindness 
acquired after 40, and because early recognition is 
essential if blindness from this cause is to be pre- 
vented, screening programs are being used on an 
ever-increasing scale. The disease is insidious in 
that there is usually no pain and the progressive 
narrowing of the visual fields is not appreciated by 
the victim until it is far advanced. We are here 
referring to chronic simple or open-angle glaucoma, 
which is the commonest type. 

Since there are not enough trained ophthalmolo- 
gists to screen the entire population over 40, it has 
been necessary to devise a relatively simple means 
of discovering those who may have glaucoma. 
Such an examination may include a brief history 
(including family history), a test for visual acuity, 
an estimate of the intraocular pressure, and the 


in a Small Urban Community, Am. J. Ophth. 43: 539-544 (April) 
1957. 

2. Gradle, A. H., and Downing, B.: Community-wide Glaucoma 
Case Finding, Sight-Saving Rev. 27: 78-82 (Summer) 1957. 

3. Vaughan, D. G., Jr., and others: Glaucoma Detection, Sight- 
Saving Rev. 27: 145-148 (Fall) 1957. 


use of an ophthalmoscope. Suspected cases can be 
further screened by mapping the visual fields. All 
of these measures can be done by general prac- 
titioners and suspected cases referred to an oph- 
thalmologist for provocative tests and a definitive 
diagnosis. Those whose tests are negative should 
be urged to have a recheck at least every two years 
after 40. “Glaucoma days” have been organized in 
several communities in California.* Advance notices 
are sent to all churches, to be read from the pulpit, 
and spot announcements are made over radio and 
television. Follow-up of suspected cases is essential. 
In 11 glaucoma-day drives in California, 12% of 
those screened were referred to an ophthalmologist 


% were found to have glaucoma. An unex- 


and 3.7 
pected benefit of these campaigns was that a large 
number of persons who did not attend the screen- 
ing examination later went to an ophthalmologist 
for a check-up as a result of the publicity ac- 
corded the subject. 

It has been amply demonstrated that the gen- 
eral practitioner can play an important role in the 
early detection of glaucoma. Although we were 
all taught to estimate intraocular tension by finger 
pressure on the closed lids, this method is extremely 
unreliable. Proper use of a tonometer is no more 
difficult than the use of the sphygmomanometer 
and, if anything, is more important. Horsley and 
co-workers (page 1265 this issue) urge that taking 
the ocular tension with a tonometer be made a 
part of every general physical examination in pa- 
tients over 40 whether in the office or on admission 
to the hospital. It should also be a part of insur- 
ance examinations and preemployment examina- 
tions in all persons in this age group. When this 
is done community glaucoma surveys will no 
longer be necessary.’ Another important point in 
the prevention of glaucoma is brought out in the 
timely paper by Cholst and co-workers (page 1276, 
this issue). 


a salute to 
medical school progress 


MEDICAL EDUCATION 
WEEK ---- April 20-26 


1. Kurland, L. T., and Taub, R. G.: The Frequency of Glaucoma ° pe | 
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STATEMENT SUBMITTED TO WAYS AND 
MEANS COMMITTEE BY THE A. M. A., 
CONCERNING H. R. 9 AND H. R. 10 


The American Medical Association would like to 
take this opportunity to submit, for the considera- 
tion of the Ways and Means Committee, views 
concerning H. R. 9 and H. R. 10, 85th Congress, 
currently being studied by your Committee. 

The American Medical Association vigorously 
endorses the principle of these bills, which are 
measures designed to provide tax deferment on 
retirement funds for self-employed persons. The 
American Medical Association has endorsed the 
principle, of legislation of this type for a number 
of years. We have collaborated closely with repre- 
sentatives of the American Bar Association, the 
original sponsors of this measure, and other na- 
tional organizations of self-employed taxpayers 
who would be afforded some measure of tax equity 
by the enactment of these bills. 

Early in 1948, our Board of Trustees was ap- 
prised of a movement to promote enactment of 
federal legislation under which self-employed per- 
sons could finance their own retirement plans 
through the deduction of amounts from their tax- 
able income. Our Board approved this movement, 
which action was endorsed by our House of Dele- 
gates, the governing body of the Association, at its 
meeting in June, 1948. 

On May 13, 1952, representatives of the Associa- 
tion appeared before your Committee in general 
support of H. R. 4371 and H. R. 4373, 82nd Con- 
gress. At that time, we suggested various amend- 
ments to those bills. H. R. 9 and H. R. 10 now be- 
fore your Committee include all of the basic amend- 
ments recommended by the Association in 1952. 

On Aug. 12, 1953, representatives of the Associa- 
tion again appeared before the Committee in sup- 
port of H. R. 10 and H. R. 11, 83rd Congress. 

It is the belief of the American Medical Associa- 
tion that physicians, dentists, veterinarians, lawyers, 
farmers, small businessmen, and the many others 
who comprise the nation’s self-employed have long 
been neglected in federal tax legislation relating 
to pensions. Under the existing law, corporations 
are entitled to set aside tax-free money to purchase 
pensions and annuities for their employees, and 
millions of employees are benefiting from that ar- 
rangement. Yet the self-employed are denied this 
tax advantage in providing for their old age. The 


purpose of these bills is to eliminate this discrimi- 
nation and inequity. By extending the tax de- 
ferment privilege to the country’s 10 million 
self-employed, this legislation will give them an 
increased incentive during their best earning years 
to save for their old age. 

Unless something is done to make self-employ- 
ment as financially attractive as the employee rela- 
tionship, we believe there is a grave danger that 
many professional men will bypass the private 
practice of their profession. The trend today is 
definitely toward becoming an employed person. 
This situation also contributes to a maldistribution 
of physicians since it makes the large city more 
attractive to the young professional man by pro- 
viding more opportunities for him to become em- 
ployed. 

On the basis of our observations over many 
years, we are convinced that this is one of the fac- 
tors contributing to the pronounced migration of 
professional people into urban areas. So, quite 
apart from the objective of obtaining tax equality 
with our employed counterparts, we urge you to 
approve legislation of this type, because it is in 
the public interest. 

This legislation will be of particular benefit to 
physicians and other professional men who go 
through a long and costly period of training, and 
whose earnings are bunched into a comparatively 
few years when they are subject to high income 
tax rates. 

Under the program proposed in the pending 
bills, the amount of each person’s pension would 
be determined by his own contributions, without 
one cent being added by the government. In addi- 
tion, the program would not force an individual 
into idle retirement in order to draw upon his pen- 
sion fund. Most important, it presents an oppor- 
tunity for all who can provide for their own re- 
tirement to do so without undue discrimination 
against those who work for themselves. 

These comments indicate very briefly the gen- 
eral viewpoint of the American Medical Associa- 
tion toward this legislation. Because it removes a 
discriminatory factor which now discourages the 
private practice of medicine and other professions, 
it is in the public interest. Because it relieves an 
existing inequality, it should commend itself to you. 
Our Association is glad to join the other great na- 
tional organizations of the self-employed in urging 
that your Committee act favorably on these bills. 
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SUMMARY OF CONGRESS ON MEDICAL 
EDUCATION AND LICENSURE 


For the first time in 54 years the Annual Congress 
on Medical Education and Licensure has called 
heavily upon leaders outside of medicine as key 
program participants. Twenty-nine men prominent 
in sociology, industry, economics, business, labor, 
agriculture, political science, higher education, in- 
surance, government, and philanthropy joined with 
several dozen medical leaders on Feb. 8 through 11 
to explore and report on the Congress theme: 
“Challenges in Medical Education—Focus on Fu- 
ture Needs.” 

More than 1,000 medical educators attended 
these sessions sponsored by the A. M. A. Council on 
Medical Education and Hospitals, in cooperation 
with the Advisory Board of Medical Specialties and 
the Federation of State Medical Boards of the 
United States. Following are highlight excerpts 
from individual papers, panel discussions, and 
workshop summary reports (detailed presentations 
will appear in one or more future issues of THE 
JouRNAL). 


Population Characteristics and Trends 


The growing mobility of our population will 
create at least one problem for physicians, accord- 
ing to Dudley Kirk, demographic director of Popu- 
lation Council, Inc. He said: “The classic situation 
of the family doctor who knows the medical history 
of his patients by virtue of having treated them 
from birth seems on the way to complete disap- 
pearance. Increasingly, physicians will be faced 
with the problem of dealing with a segment of a 
person's life.” 

Regarding practice prospects, Kirk noted that 
“if it is still good advice to recommend that the 
young man starting his career ‘go West, it is even 
better advice to the young doctor to recommend 
that he set up practice or join a medical center in 
the suburbs. . . . Obstetricians and pediatricians 
are likely to continue to be in demand, and the 
growing need for specialists in degenerative dis- 
eases and geriatrics seems likely to persist.” At the 
same time he noted: “Not many of you may realize 
that the number of foreign physicians undergoing 
graduate training in the United States is about 
equal to the number of all medical students who 
graduated in the U. S. last year. But we can an- 
ticipate a growing supply of medical school candi- 
dates in the future.” 

In an ensuing workshop on population, partici- 
pants reported “a strong trend toward group 
practice which may result in providing better 
service around the clock yet fewer work hours per 
week by the average member of the group.” They 
also reached the conclusion that demands for 
medical service “have been about in equilibrium” 
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with the supply of physicians, “but we have no 
reliable data on which to base an estimate of the 
need.” 


Changing Society 


The medical profession, said Harvard sociology 
professor, Talcott Parsons, “must learn to cooperate 
with many different lay agencies, starting with the 
sciences which are not as such primarily medical.” 
He predicted that medicine will eventually have 
two great primary branches—“psychological medi- 
cine” and “somatic medicine.” If the profession 
does not meet the “enormous demand for services 
from psychiatrists” other agencies will step in, ac- 
cording to Professor Parsons. He said: “I do not 
look for what has usually been meant by ‘socialized 
medicine’ in the future in this country, nor do I 
look for preservation or restoration of the pattern 
where the typical physician practiced on a strict 
fee-for-service basis. There will not be less, but 
more collective organization.” 

Dr. Parsons also took part in a workshop session 
which concluded that the four most significant 
sociological trends affecting medical education are 
emphasis on industrialization, suburbanization, the 
“migratory manner of American life,” and early 
marriage. Workshop participants also agreed that 
if health insurance programs are to survive “we 
believe they need to be re-evaluated—casualty type 
policies will need to replace prepayment plans. If 
they do not, costs will continue to soar.” 

The workshop summary report stated: “There 
are very few determined to die just to cash in on 
their life insurance premiums; there are very few 
who deliberately seek accidents to cash in on their 
automobile collision policies; there are very few 
who burn down their homes in order to ‘get their 
money's worth’ out of fire insurance. Yet the ma- 
jority of policy holders appear determined to cash 
in every year on their health insurance.” The work- 
shop also touched on the following topics. 

Private Patients for Teaching: “There is nothing 
educationally unsound in the use of intelligent, pay- 
ing, private patients for teaching purposes. They 
have common ills, and they are the obvious type of 
patient for whom the student will be largely re- 
sponsible in his active professional career. The im- 
plications of these patients as the predominant 
source of teaching material poses real problems, 
however, in graduate medical education.” 

Family Physicians: “The movement to suburban- 
ization and the increasing number of young families 
will lead to a greater need for family physicians in 


contrast to specialists in narrow fields. . . . We 
pictured him as clinic oriented, calling upon con- 
sultants in urban medical centers. . . . This physician 


would be community-related, that is to say one 
who played a prominent role in community life. 
We look upon him as a well-rounded physician 
aware as well of social change as of medical prog- 


? 


ar 
1336 ORGANIZATION SECTION J.A.M.A., March 15, 1958 


ress. . . . Society, we feel, will want the physician 
to be a professional man of great skill, intelligent 
and wise, forbearing and forgiving, gentle and 
kind, a family man but willing to leave his home 
~ at another’s will, as well as to be a civic leader. . . . 
No other profession—one that has given so much 
and promises to give even more—is as profundly 
introspective as medicine, so close to being mas- 
ochistic.” 

Population Ratio: “We are not convinced that 
anyone knows (or ever will) if there is an optimal 
ratio of physicians to population. We are convinced 
that a reporting of such a finite figure can be harm- 
ful to medicine. It is fairly obvious that this figure 
must vary with types of population as well as with 
availability of paramedical personnel.” 


Economy Characteristics 


An important force in changing characteristics 
of our economy, as it affects medical educa- 
tion, is the growth of government, according to 
Meyer Kestnbaum, president of the Hart Schaffner 
and Marx clothing firm. Kestnbaum, who has been 
active in Presidential advisory groups dealing with 
economic questions, said: “It is amazing how many 
people still believe that government services are 
free.” 

Workshop participants reported: “As government 
is the fastest growing business in society it has 
great potential effect in medicine. Fifteen percent 
of all hospital beds belong to federal agencies—are 
they put to the best use for medical education? The 
workshop doubted it.” The conferees also agreed 
that a large part of the share of the cost of medical 
education today is borne by indirect federal sub- 
sidy and that continuing subsidy would be unwise 
because of the inherent dangers of “federal con- 
trol.” How can increased medical education costs 
be met? The workshop participants suggested that 
tuition should be increased to “more realistic 
figures” to cover a larger percentage of the total 
cost. They stated: “It was agreed that higher tui- 
tion figures would not impose an undue burden on 
many families and students. However, scholarships 
should be sufficient in amount to cover higher 
tuition for those students who are in need of help.” 


Dimensions of Knowledge 


Medical knowledge is changing in so many 
dimensions, according to Dr. Hugh H. Hussey Jr., 
that the physician’s most serious difficulty is in 
staying abreast of it all. Dr. Hussey, an A. M. A. 
Trustee, who is professor of medicine at George- 
town University School of Medicine, said: “Better 
means must be devised for his postgraduate educa- 
tion if he is to assimilate all he should. 

“Please understand,” he added, “that I believe in 
medical research as an integral part of medical 
education. However, there are threats of danger 


when medical schools make a fetish of research, 
when it derives much of its financial support from 
sources that in turn influence its direction, when it 
outweighs other considerations for academic ad- 
vancement, and when it becomes the province of 
untrained or half-trained workers.” 

A workshop group on the topic of changing 
dimensions of medical knowledge reported: “It is 
deplored that there is a monotonous uniformity in 
the kind of educated individual who enters medical 
school. . . . Lip service is given by medical schools 
to the desirability of a broad general education 
and an avoidance of the requirement of excessive 
scientific premedical preparation.” Regarding med- 
ical school curriculum, participants asked: “Should 
not the curriculum be modified on the basis not 
necessarily of the plans of the student for his fu- 
ture practice and life work but rather on the basis 
of his immediate interests, inclinations and curios- 
ities? . . . Because medical practice will become 
more and more an enterprise of teams of physi- 
cians, might it not be feasible and desirable to 
eliminate significant masses of knowledge required 
at the present time of all medical students?” 


Other Comments 


Theodore O. Yntema, vice-president of the Ford 
Motor Company: “The teaching of calculus, diag- 
nosis and basic principles of inventing and inven- 
tions should start in kindergarten—and I say that 
without the least intent at humor.” 

A. M. A. President David B. Allman: “Efforts to 
compare unqualified statistics for physician-popula- 
tion ratios in recent years with those early in the 
century is not only meaningless, but actually harm- 
ful.” 

Dr. Leland S. McKittrick, Chairman of the 
A. M. A. Council on Medical Education and Hos- 
pitals: “Are we giving proper consideration to the 
effect of our changing medical and socioeconomic 
conditions upon the training of our recent medical 
school graduates in preparation for their place in 
the community? Are we developing too many top 
flight generals able to care for the relatively few 
patients with complicated medical and _ surgical 
conditions and not enough foot soldiers trained to 
adequately care for the greater proportion of our 
population?” 

Dr. Ward Darley, executive director of the As- 
sociation of American Medical Colleges: “With 
medicine increasing in effectiveness, with our 
population growing in size and with our per capita 
level of education and purchasing power continuing 
to improve, we must anticipate the narrowing of 
the gap between medical need and demand and 
between medical knowledge and practice.” 

Dr. Allan C. Barnes, chairman of the department 
of obstetrics and gynecology at Western Reserve 
University School of Medicine: “Medical insurance 
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companies must be re-educated to recompense for 
the care rendered by the resident group. I live in a 
state which does not require an internship prior to 
practice. Therefore a man who graduated from 
medical school last year and is practicing this year 
may collect from Blue Shield in Ohio for a hyster- 
ectomy, no matter how well indicated or how com- 
pletely executed. On the other hand, a man with 
an internship, a year of training in general surgery, 
and three and a half years of thorough specialized 
training in obstetrics and gynecology cannot collect 
insurance for a hysterectomy because he bears the 
title of resident.” 

Dr. L. T. Coggeshall, president of the Association 
of American Medical Colleges: “The more medicine 
we practice and the more people benefiting from 
that practice, the greater will be the public appetite 
for medical service.” 

Dr. C. J. Gaspel, president of the Federation of 
State Medical Boards of the United States: “While 
the incidence of addicts in the general population 
is one addict to every 3,000 people, among physi- 
cians it is one addict to every 100 people or 30 
times more prevalent. Medical curriculum 
should be revised so that more time is spent teach- 
ing students of the dangers and pitfalls they may 
face when they are permitted to have a narcotics 
license and thus have free access to dangerous 
drugs.” (Dr. Gaspel said that some physicians be- 
come addicts by using narcotics to relieve liquor 
hangovers, by failing to stop using narcotics after 
administration during recovery from some painful 
disease, or by taking narcotics in an effort to relieve 
exhaustion. ) 

AMEF Grants 


At the Congress, grants totaling $984,787 were 
presented to 85 medical schools by the American 
Medical Education Foundation. Said Dr. George F. 
Lull, president of the AMEF: “This represents only 
part of the generosity with which the physician 
supports his schools. He has also given substan- 
tially to his individual school in money and volun- 
teer teaching time.” 


FEDERAL MEDICAL LEGISLATION 
Second Session, 85th Congress 


The President’s budget message asking for an 
increase in defense appropriations and for a vast 
program to improve science teaching and to pro- 
vide scholarships for capable students was no 
surprise. What was a surprise was his proposal 
to revise legislation affecting five of the grant-in- 
aid programs of the Health, Education, and Wel- 
fare Department which would bring about some 
small reduction in the 1959 budget and larger re- 
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ductions in later years, as was the administration’s 
proposal that the 12-year-old Hill-Burton Hospital 
Construction Program be curtailed after June 30, 
1959, the date the present act expires. 

The President stated: “I am also making recom- 
mendations to reduce some programs, to curtail 
expansion in others and to transfer greater respon- 
sibility from the Federal government to state and 
local governments or to private individuals or en- 
terprises. All of these recommendations, in addition 
to being required by sound public policy, will help 
to hold expenditures in future years to prudent 
levels. . . . As I have repeatedly emphasized, the 
continued vitality of our Federal form of govern- 
ment requires that, to the maximum extent pos- 
sible, primary responsibility for public programs be 
shouldered by that level of government most fa- 
miliar with local problems and most responsive 
to them. We must exercise the utmost restraint in 
assigning new programs and responsibilities to the 
Federal government, and we should continuously 
search out those programs and activities now car- 
ried on at the national level that can and should 
be handled by the states or localities.” Following 
are analyses of some ot the new bills. 

Tax Deductions for Medical Expenses 

H. R. 9633, introduced by Representative Boggs 
(D., La.) is similar to H. R. 9417 by Representa- 
tive Miller (R., Md.). The bill would liberalize tax 
deductions for medical expenses incurred by a dis- 
abled individual over 65 years of age and for his 
spouse if also over 65 and disabled, not to exceed 
$20,000 in any one year. Sixteen previous bills to 
broaden tax credits for medical expenses were in- 
troduced in the first session of this Congress 


Tax Deduction for Education 


H. R. 9971 introduced by Representative Ikard 
(D., Texas), similar to $. 2938 by Senator Frear 
(D., Del.), H. R. 10026 by Representative Sikes 
(D., Fla.), and H. R. 10030 by Representative 
Teller (D., N. Y.), would provide an additional 
exemption of $600 for each individual attending 
an educational institution above the secondary 
level. Some bills would include the taxpayer and 
his dependents, others only dependents. (Twenty- 
eight bills to give varying degrees of tax reduction 
for educational expenses were introduced in the 
first session. ) 


Social Security 


A number of measures affecting Social Security 
have been introduced. One by Representative 
Roosevelt (D., Calif.), H. R. 9835, would put all 
self-employed physicians under compulsory Social 
Security coverage beginning with the taxable year 


1958. Another Roosevelt bill, H. R. 9834, would 
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increase in 1959 the wage base on which Social 
Security taxes are paid under the Old Age and 
Survivors Insurance Program from the present base 
of $4,200 to $10,000 and would also provide an 
increase of $500 for each year the Consumer Price 
Index rose five points. If enacted, an individual 
with an income of $10,000 per year would receive 
monthly benefits of $225, and the same individual, 
by 1975, if self-employed, would be paying at least 
$637.50 per year to the fund. 

H. R. 9836 by Representative Roosevelt would 
legalize the requirements for eligibility for dis- 
ability benefits of an individual if he were over 50 
years of age, were fully or currently insured, and 
could not obtain employment in an occupation 
similar to that prior to his disability, because of 
said disability. H. R. 10002 by Representative Fino 
(R., N. Y.) is similar to that of Representative 
Roosevelt, H. R. 9834, but would only raise the 
base wage to $6,000 and increase the benefits to 
$138.50 a month. The individual Social Security 
tax would be increased to about $387.50 per year, 
by 1975, for the self-employed. 


Veterans Legislation 


Representative Teague (D., Texas), in H. R. 
9700, has undertaken a monumental task of con- 
solidating all the laws administered by the Vet- 
erans Administration into a special act. H. R. 9717, 
similar to H. R. 917, by Representative Rogers 
(R., Mass.) is similar also to H. R. 1264 by Rep- 
resentative Shuford (D., N. C.), H. R. 2431 by 
Representative Fino (R., N. Y.), and H. R. 3821 
by Representative Christopher (D., Mo.). They 
provide that certain veterans with active pulmo- 
nary tuberculosis are regarded as permanently and 
totally disabled for pension purposes while hos- 
pitalized. H. R. 9726 by Representative Smith (D., 
Mass.) would make permanent any service-con- 
nected disability for which the veteran has been 
receiving compensation for 10 or more years, even 
if the disability has been rehabilitated. It would 
also provide that, if prior to passage of the bill 
any disability was held to be service-connected for 
a period of 10 years or more and subsequently 
held to be non-service-connected, the veteran or 
his dependents could make application for a serv- 
ice-connected disability and receive al] benefits 
provided by law. 

H. R. 9896 by Representative Aspinall (D., Col.), 
similar to H. R. 929 by Representative Rogers (R., 
Mass.) would lengthen the presumption of service 
connection from two to three years for multiple 
sclerosis and chronic functional psychosis develop- 
ing to 10% disability. 

H. R. 10028 by Representative Teague (D., 
Texas) would provide that no VA Hospital, domi- 
cilary, medical center, or regional office could be 
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closed or transferred unless the House Veterans 
Affairs Committee (of which Representative Teague 
is chairman) was notified 90 days in advance of 
the proposed closing or transferring; if Congress 
ended a session prior to the 90-day period or was 
not in session, the facility could not be closed. 
Representative Teague, in H. R. 10029, would in- 
crease the presumption of service connection for 
organic heart disease, 10% disability, from one-to- 
two years. 


Old-Age Problems 


Representative Fogarty (D., R. I.), in H. R. 9822, 
similar to S. 2994 by Senators Neuberger (D., 
Ore.) and Kefauver (D., Tenn.), calls for a White 
House Conference on Aging prior to the end of 
1958. It would also assist the states in conducting 
similar conferences on aging prior to the White 
House Conference. 


Welfare and Benefit Plans 


Senator Mundt (R., S. D.), in S. 3044, would 
change the National Labor Relations Act so as to 
provide safeguards against the misuse of funds of 
labor organizations set aside for union welfare and 
benefit plans, including health plans. The labor 
organizations would be required to have a certifi- 
cate on file with the Comptroller of Currency in 
the Treasury Department showing that books and 
records of the international union organization and 
those of the welfare plan had been examined by 
the comptroller. The comptroller would be re- 
quired to ascertain if the welfare funds have been 
invested in securities in which a national banking 
association is prohibited from investing in. If such 
is the case, or if the funds are not being admin- 
istered for the purpose for which they are col- 
lected, he is to notify the labor union officials. If 
the practice is not promptly discontinued, the 
comptroller is authorized to publish a report of 
such practices. If, in his opinion, the practices 
constitute a violation of law, he is required to make 
the facts known to the appropriate enforcement 
officers. The bill would further remove the tax ex- 
emption of any labor union not meeting its pro- 
visions. Further, any union employee found guilty 
of embezzling welfare funds or benefit funds is 
made subject to a fine of $5,000 or five years im- 
prisonment, or both. 


Miscellaneous 


Representative Burdick (R., N. D.), in H. R. 
10096, would prohibit any officer of the United 
States or territories, or the District of Columbia 
from treating any water for human consumption 
with fluoride compound. 
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ALABAMA 

Dedicate Medical Library at Birmingham.—The 
Lawrence Reynolds Library was dedicated at the 
University of Alabama Medical Center, Birming- 
ham, Feb. 2. Presentation of the collection of rare 
books and other historical medical items was made 
by the donor, Dr. Lawrence Reynolds, a native of 
Alabama now residing in Detroit. Dr. Frank A. 
Rose Jr., president of the university, accepted the 
collection on behalf of the Medical College. Dr. 
Merrill C. Sosman, professor emeritus of Harvard 
University, gave the principal address. The Reyn- 
olds collection has been assembled over the past 
four decades from all sections of the world. In- 
cluded are items from the Dr. Arno B. Luckhardt 
and Daniel Drake collections and original Pasteur 
letters. There are over 5,000 volumes. The Reynolds 
Library is the first unit of a proposed million-dollar 
library which will serve the entire Medical Center. 


ILLINOIS 

Chicago 

Dr. Lobitz to Give the Pusey Lecture.—The Pusey 
Lecture of the Chicago Dermatological Society will 
be given by Dr. Walter C. Lobitz Jr., of Hanover, 
N. H., at the Illini Union March 19. The title of the 
lecture will be “An Anecdote of an Agnostic Aller- 
gist.” 


Hospital News.—Dr. Arthur A. Rodriquez has been 
appointed physiatrist and director of physical medi- 
cine and rehabilitation at the Salvation Army, 
Catherine Booth Hospital and Clinics. Extensive 
expansion of the physical medicine and rehabilita- 
tion section is planned. 


Conference on Cardiovascular Advances.—The Car- 
diovascular Committee of the Cook County Hospi- 
tal has announced a special cardiac conference for 
March 22, 3-4 p. m., in the Children’s Amphitheater 
of the hospital. The subject will be “Recent Ad- 
vances in Some Types of Cardiovascular Diseases.” 
The guest speaker will be Dr. Paul H. Wood, direc- 
tor, Institute of Cardiology, London, England. Par- 
ticipants include Drs. $. Howard Armstrong Jr., 
Louis Feldman, Egbert H. Fell, Don C. Sutton, and 


Benjamin M. Gasul, chairman. Physicians are in- 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


vited. For information write Dr. Benjamin M. 
Gasul, Cook County Children’s Hospital, 700 S. 
Wood St., Chicago 11. 


KANSAS 

Physicians Meeting in Emporia.—The Kansas re- 

gional meeting of the American College of Physi- 

cians will be held March 21 at the Broadview 

Hotel, Emporia. The program includes the follow- 

ing papers: 

Experience with Porphyria in Private Practice, Dr. William T. 
Sirridge, Kansas City. 

Serum Proteins in Chronic Lymphatic Leukemia, Drs. Robert 
P. Hudson and Sloan J. Wilson, Kansas City. 

Clinical Implications of Some Aspects of Liver Biochemistry, 
Dr. Robert T. Manning, Kansas City. 

Repair of Coarctation of the Aorta in a 60 Year Old Hypo- 
gonadal Male, Dr. Chiung—Ming Chen, Kansas City. 

Nothnagel’s Syndrome, Dr. Lew W. Purinton, Wichita. 

Philosophy of Rehabilita‘ion in Chronic Disease, Dr. Herschel 
A. Flanders, Hays. 

Treatment of Cushings Syndrome with Amphenone, Dr. 
Harvey A. Tretbar, Wichita. 

Enzymes in Myocardial Infarction, Dr. George L. Norris, 
Winfield. 

Transaminases in Serum and Liver Correlated with Liver 
Necrosis, Dr. Samuel Zelman, Topeka. 


Dr. Philip S. Hench, Rochester, Minn., regent of 
the college, will be guest speaker at the dinner. 
For information write Dr. John L. Kleinheksel, 
Chairman, Program Committee, American College 
of Physicians, 3244 E. Douglas Ave., Wichita 8, 
Kan. 


MISSOURI 

Hospital Alumni Meeting.—The St. Louis City Hos- 
pital Alumni Association will hold its 70th annual 
meeting April 14 at the Le Chateau Restaurant at 
10405 Clayton Road, St. Louis County. The Mis- 
souri State Medical Association will be meeting in 
St. Louis at the same time. Dr. Robert Koch is the 
president for this year. For information write Dr. 


Drennan Bailey, Missouri Theatre Building, 634 - 


N. Grand, Room 1114, St. Louis 3. 


NEW JERSEY 

Society News.—The following officers of the New 
Jersey State Society of Anesthesiologists, have been 
installed: president, Dr. Charles H. Hall, Upper 
Montclair; vice-president, Dr. Genesio L. D’Allesan- 
dro, Glen Ridge; treasurer, Dr. George T. Hender- 
son, Bound Brook; and secretary, Dr. David Fant, 
Ridgewood.——The annual dinne: meeting of the 
New Jersey Gastroenterological Society will be held 
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April 9 at the Essex House in Newark. The scien- 
tific session will be devoted to a symposium on 
“Inflammatory Diseases of the Esophagus and 
Their Treatment.” Drs: John H. Garlock, surgeon, 
Bernard S. Wolf, radiologist, Max L. Som, endo- 
scopist, Asher Winkelstein, gastroenterologist, all 
of Mt. Sinai Hospital, New York City, will be the 
speakers. 


NEW MEXICO 

Poison Information Center.—The New Mexico Phar- 
maceutical Association announces the opening of a 
Poison Information Center at the Bernalillo County- 
Indian Hospital Emergency Room, Albuquerque. 
The service at this center is available to all physi- 
cians in the state. The center is designed to aid the 
medical profession in determining the poisonous 
ingredient in plants and chemical preparations and 
is stocked with books on plants, listings of prepara- 
tions, and treatment of various types of poisoning. 


NEW YORK 

Industrial Accidents in 1957.—An ll-year record 
low of 718,874 industrial accidents in New York 
State were reported to the Workmen’s Compensa- 
tion Board last year. The number represented a 
decrease of 4% from the 748,860 reported in 1956 
and was only 409 above the postwar low of 718,465 
in 1946. After reaching an all-time peak of 861,845 
accidents reported in 1951, a steady decline fol- 
lowed, resulting in a decrease of 16.6% from 1951 
to 1957. Accidents which required indexing of 
claims and hearings totaled 180,431 last year, a 
drop of 1.2% from the 182,662 cases indexed in 
1956. 


Open Third Unit for Geriatric Mental Patients.— 
The third intensive treatment unit for newly ad- 
mitted geriatric patients organized by the New 
York State Department of Mental Hygiene has 
been opened recently at Hudson River State Hos- 
pital, Poughkeepsie. The unit is designed to treat 
patients with psychiatric conditions who are over 
the age of 65. The two other units were set up in 
1956 at Central Islip and Buffalo state hospitals. 
The Hudson River unit, located in the Cheney 
Memorial Building, has two wards, one for each 
sex, with a total of 60 beds. Rooms for physiother- 
apy and occupational therapy are available. Dr. 
Peter L. Goode, supervising psychiatrist, is in 
charge of the new unit. 


University News.—Dr. Manuel René Malinow, chiet 
of research, Institute of Physiology, University of 
Buenos Aires Medical School, Argentina, presented 
“Mechanisms Involved in the Pathogenesis of 
Atherosclerosis” Jan. 16 as a Harrington Lecture 
sponsored by The University of Buffalo School of 
Medicine.——The Tau Chapter of the Phi Delta 
Epsilon Fraternity at Syracuse University College 
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of Medicine will hold its annual lecture March 26, 
8:15 p. m., in the auditorium of the Medical Col- 
lege Building. The guest speaker will be Dr. Wil- 
liam Dameshek, of the New England Center Hos- 
pital, Boston, who will discuss “Polycythemia Vera 
and Related States.” 


New York City 

Appoint Dr. Nagamatsu Department Director.—Dr. 
George R. Nagamatsu has been appointed director 
of the department of urology at New York Medical 
College, Flower and Fifth Avenue Hospitals, where 
for the past 15 years he has been a faculty member. 
He is a diplomate of the American Board of Urol- 
ogy, a fellow of the American College of Surgeons 
and the New York Academy of Medicine, and a 
member of the New York Urological Society and 
the American Urological Association. 


Personal.—Dr. Bernard L. Pacella has been pre- 
sented with the “Cavaliere, Ufficiale ‘nell Ordine al 
Merito della Republica,” an Italian government 
decoration.——Dr. Harry A. Solomon, director of 
medical services at Beth David Hospital, was pre- 
sented a symbolic key recently at the dedication of 
research laboratories in his honor as a citation for 
40 years of medical practice and research.——Dr. 
Goodwin M. Breinin has been appointed to the first 
Daniel B. Kirby professorship of research ophthal- 
mology in the department of ophthalmology, New 
York University—Bellevue Medical Center. Dr. 
Kirby was professor of ophthalmology at New York 
University from 1940 to 1949 and emeritus profes- 
sor until his death in 1953. Dr. Breinin is at present 
director of research in the department of ophthal- 
mology at the New York University Post-Graduate 
Medical School, a position which he will continue 


to fill. 


Research Fellowship in Ophthalmology.—The de- 
partment of ophthalmology of the New York Uni- 
versity—Bellevue Medical Center announces estab- 
lishment of the Daniel B. Kirby fellowship for re- 
search in ophthalmology. To be eligible a candi- 
date must have had a “thorough grounding” in 
ophthalmology, equivalent to a three-year resi- 
dency, or should have acquired “equivalent com- 
petence in a basic field related to ophthalmology.” 
Fellows will be expected to continue work on basic 
problems in such fields as ocular chemistry, phys- 
iology, pathology, or experimental surgery, and 
will be supplied laboratory space and facilities in 
the center. The initial appointment will be for one 
year at a basic stipend of $7,000 and will be sub- 
ject to renewal for two additional years. Dr. Kirby, 
who died in 1953, established the Eye Surgery 
Fund to which Mrs. Charles Melbourne Higgins 
subsequently contributed additional funds in honor 
of her husband. Application should be submitted 


‘ 
ve 


Vol. 166, No. 11 


before May 1 to the Dean, New York University- 
Bellevue Medical Center, 550 First Ave., New 
York 16. 


NORTH CAROLINA 

University Grants.—A senior research fellowship 
grant of $61,560 from the U. S. Public Health Serv- 
ice has been made to Dr. John K. Spitznagel of the 
department of bacteriology and immunology of the 
University of North Carolina Schools of Dentistry 
and Medicine, Chapel Hill, to cover a five-year 
study of “Metabolic Aspects of Bacterial Ecology 
in Host Tissues.” This is the fourth Senior Research 
Fellowship to be awarded to faculty members in 
the School of Medicine within a vear by the Public 
Health Service. The other three grants, totaling 
$164,000, went to Dr. Robert D. Langdell, assistant 
professor of pathology; Billy Baggett, Ph.D., as- 
sistant professor of pharmacology; and Ira Fowler, 
Ph.D., assistant professor of anatomy. During 1952- 
53 Dr. Spitznagel was a visiting investigator with 
Rene J. Dubos, Ph.D., of the Rockefeller Institute 
for Medical Research in New York City. Prior to 
joining the University faculty this past fall, he was 
chief of medical service at the U. S. Army Hospital, 


Fort Bragg. 
OHIO 


Law-Medicine Institute.—Western Reserve Univer- 
sity’s Law-—Medicine Center has scheduled the 
fourth in a series of institutes for April 25-26 on the 
university campus.” Entitled “The Mind: A Law- 
Medicine Problem,” the program will be held in the 
courtroom of the university's School of Law. Medi- 
cal specialists will lecture on “Personality Growth 
and Development: Childhood, Adolescence, Adult”; 
“Causes of Mental Diseases and Illnesses: Physical 
and Emotional, Precipitating and Predisposing”; 
“Management of the Traumatically Disabled Men- 
tally Ill”; “Classification of Mental Diseases and 
Illnesses”; “Psychological Testing and Interview- 
ing”; and “Law-—Medicine Cases Involving Mental 
Diseases and Illnesses.” Cooperating with the pro- 
gram will be the Cuyahoga County Coroner's Of- 
fice, co-sponsor of the Law—Medicine Center. Tui- 
tion is $25. For information write Mr. Oliver C. 
Schroeder Jr., director, Law-—Medicine Center, 
Western Reserve University, Cleveland 6. 


PENNSYLVANIA 

Philadelphia 

Appoint Full-Time Professor of Surgery.—The ap- 
pointment of Dr. John Malone Howard as head of 
the department of surgery at Hahnemann Medical 
College has been announced. Dr. Howard will re- 
place Dr. William L. Martin who retires at the 
close of the 1958 academic year. Dr. Howard will 
become Hahnemann’s first full-time professor of 
surgery. He became chief resident and fellow of the 
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American Cancer Society in 1949 at the Hospital of 
the University of Pennsylvania. From 1945 through 
1950, he was a member of the Harrison Depart- 
ment of Surgical Research at the hospital. He then 
became instructor in surgery at Baylor University 
College of Medicine, Houston, Texas, and in 1951 
became assistant professor of surgery. From 1955 
until his appointment at Hahnemann, Dr. Howard 
was Joseph Brown Whitehead Professor of Surgery 
and chairman of the department of surgery at 
Emory University School of Medicine, Atlanta, Ga. 
He was director from 1951 to 1953 of a surgical 
research team in Korea for the U. S. Army and was 
awarded the Legion of Merit. 


RHODE ISLAND 

New Children’s Unit at Rhode Island Hospital.— 
The new Crawford Allen Building in the Rhode 
Island Hospital was opened for patients Jan. 2. 
The 32-bed unit, built at a cost of $560,000, is the 


second step in the establishment of a children’s 


The Crawford Allen Building of the Rhode Island Hos- 


pital, Providence. 


medical center at the hospital and was designed for 
the care of children with long-term illnesses. It 
adjoins the Potter Memorial Building, a 75-bed 
wing which was built in 194] for the care of chil- 
dren with acute conditions requiring hospitaliza- 
tion. The new unit has two dining rooms, recrea- 
tion rooms, a schoolroom, kitchen, and a hobby 
room for handcrafts. It covers more than 12,000 
square feet of space and is adjacent to the indoor 
swimming pool. The unit was dedicated Dec. 28, 
with Mr. Louis C. Gerry, president of the hospital, 
as principal speaker. 


WISCONSIN 


Conference on Cell Chemistry.—A Conference on 
the Chemical Organization of Cells will be held in 
Madison, Aug. 21-23. Participants will be authori- 
ties on anatomy, biochemistry, embryology, and 
pathology who will present correlated recent infor- 
mation about the cell in a series of formal presen- 
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tations. Inquiries should be addressed to Dr. Joseph 
J. Lalich, professor of pathology, University of 
Wisconsin, Madison 6, Wis. A limited number of 
travel stipends may become available later this 
spring. Information will be circularized to those 
who have already registered with Dr. Lalich for 
the conference. 


Symposium on Genetics in Research.—The depart- 
ment of genetics in the College of Agriculture and 
the department of medical genetics in the Medical 
School, University of Wisconsin, Madison, are co- 
sponsoring a “Symposium on Genetics in Medical 
Research” April 7-10. Financial support is being 
provided by a grant from the Heart Institute of the 
U. S. National Institutes of Health. Participants 
will include experts from England, Scotland, Swe- 
den, France, Italy, and Japan. April 7 will be de- 
voted to registration and informal discussions and 
the following three days to presentation and discus- 
sion of the nine major papers. Dr. John Z. Bowers, 
dean of the Medical School, is the symposium 
chairman. For information write Joshua Lederberg, 
Ph.D., Corresponding Secretary, Symposium on 
Genetics, University of Wisconsin, Department of 
Medical Genetics, Madison 6, Wis. 


WYOMING 

Appoint Director of Mental Health Division.—Dr. 
Jesse E. Simons has been appointed full-time psy- 
chiatrist-director of the Division of Mental Health 
for Wyoming. The division began operations in 
September, 1957, following the actions of the 34th 
state legislature in calling for development of full- 
time mental health activities. Dr. Simons, who will 
assume his new duties July 1, served with the U. S. 
Public Health Service in Texas during 1951 and 
1952. He was in general practice at Monticello, 
Utah, until 1955, when he entered psychiatry train- 
ing with the Veterans Administration at Fort Doug- 
las, Utah, and at the Salt Lake County General 
Hospital. 


ALASKA 

Director of Mental Health Section.—Dr. John B. 
K. Smith has assumed the position of chief of the 
Alaska Department of Health mental health sec- 
tion which position has been open since the resig- 
nation of Dr. Oscar E. Hubbard in February, 1957. 
Dr. Smith served as consulting psychiatrist for the 
department's mental health clinics during Septem- 
ber. He received his mr -dical degree at Glasgow 
University and served a three-year residency in 
psychiatry at Dykebar Mental Hospital in Paisley, 
Scotland. He practiced in both England and Scot- 
land before coming to the U. S. in 1952. Dr. Smith 
comes to Alaska from Trenton, N. J., where he has 
been director of professional education and assistant 
clinical director of the State Mental Hospital since 
January, 1955. 
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GENERAL 


Eastern Radiological Society.—The first meeting 
of the newly incorporated Eastern Radiological 
Society will be held on May 5-8 at Mid-Pines Club, 
Southern Pines, N. C. Reservations should be made 
early with the hotel management. Information and 
application forms for membership in the society 
may be obtained from Dr. Barton R. Young, Ger- 
mantown Hospital, Philadelphia 44, president; Dr. 
George R. Krause, 10900 Carnegie Ave., Cleveland 
6, vice-president; or Dr. John D.. Osmond, Jr., 
Euclid—Glenville Hospital, Cleveland 19, secretary- 
treasurer. 


Ulcerative Colitis Foundation.—A new medical re- 
search foundation has been organized with the 
encouragement of the National Institute of Arthritis 
and Metabolic Diseases “to promote research in 
ulcerative colitis.” Mr. Miles Fiterman, Minneapolis 
businessman who heads the foundation, said plans 
are to provide researchers with “continuing and 
guaranteed funds.” He explained that one of the 
foundation’s purposes is to “provide a climate for 
research that will attract outstanding men so that 
more progress may be made in solving the prob- 
lems of ulcerative colitis.” The foundation's medical 
advisory board includes Drs. Joseph B. Kirsner, 
Walter L. Palmer, Jacob A. Bargen, Julian M. Ruf- 
fin, Stewart G. Wolf Jr., and Owen H. Wagensteen. 


Post-Convention Tour to Hawaii.—A trip to the 
Hawaiian Islands has been planned in connection 
with the annual meeting of the American Medical 
Association in San Francisco in June. The journey 
will be sponsored by the Illinois State Medical So- 
ciety, but other physicians and their families are 
being invited to join the group. The party will fly 
from San Francisco the night of June 26 and arrive 
in Honolulu the following morning. Sightseeing 
tours are arranged, and physicians may attend the 
Hawaiian Summer Medical Conference in Hono- 
lulu July 1-3. The group will leave Honolulu July 5 
and members will have the option of returning by 
air or on the air-conditioned S. S. Lurline. For in- 
formation write the Illinois State Medical Society, 
185 N. Wabash Ave., Room 1909, Chicago 1. 


Request Residency Posts for Indian Students.—The 
Indian Medical Association requests offers from 
recognized hospitals for residency posts in all spe- 
cialties for doctors from India (men and women) 
specially selected for graduate training in U. S. 
hospitals for the session beginning July 1. These 
doctors will have a “good command of English— 
spoken and written.” The hospitals must be ap- 
proved by the U. S. State Department for Ex- 
change-Visitor Program. Interested hospitals are 
requested to communicate directly, by Air Mail, 
with the Honorary Secretary, Indian Medical As- 
sociation, “Hanging Bridge,” Daryaganj, Delhi -7, 


‘ : 

4 

> 

3 

: 

Pts . 
; 


Vol. 166, No. 11 


India, giving offers of posts, terms of appointment, 
etc., including maintenance, stipend, and the al- 
lotted number for the exchange program. 


Meeting in Boston on Allergy.—The New England 
Society of Allergy will hold its annual meeting 
March 19 at the Longwood Towers, Boston. Drs. 
John. L. Fromer and Francis M. Rackemann will 
preside at the afternoon and evening sessions, re- 
spectively. The program includes the following: 


Identification and Counting of Pollen; Boston Pollen Surveys, 
Dr. Ralph E. Wheeler, Boston. 

Maine Pollen Surveys, Dr. Martyn A. Vickers, Bangor, 
Maine. 

Pollen Filters, Dr. Francis H. Chafee, Providence, R. I. 

Specific Treatment of Pollinosis, Conventional Therapy, Dr. 
Jeremiah E. Greene, Boston. 

Specific Treatment of Pollinosis, Abbreviated Therapy, Dr. 
Rackemann. 

Repository Treatment of Inhalant Allergy, Dr. Mary E. H. 
Loveless, New York City. 

Management of Bronchial Asthma in Children, Dr. Robert 
Chobot, New York City. 

For information write the New England Society 

of Allergy, 300 Longwood Ave., Boston. 


Organize Automotive Medicine Association.—At a 
recent meeting in Chicago the American Associa- 
tion of Automotive Medicine was organized by a 
group interested in the medical aspects of auto- 
motive racing. Purpose of the organization is to 
conduct regular meetings and exchange ideas in 
order to “make automobile racing and eventually 
automobile driving safer.” The members have had 
experience in organizing the medical-safety cover- 
age of races in different parts of the U. S. The fol- 
lowing officers were elected: president, Dr. Abra- 
ham J. Mirkin, Cumberland, Md.; secretary, Dr. 
Werner P. Pelz, Charles City, Iowa; directors, Drs. 
H. A. Fenrier Jr., Hobbs, N. M., William J. Gibson, 
St. Augustine, Fla., John E. Knight, Newton Center, 
Mass., George G. Snively, Sacramento, Calif., and 
Thomas P. Waring, Savannah, Ga. Any physician 
who has experience with automotive racing may 
write to Dr. Pelz for further information. 


Bahamas Medical Conference.—The fifth Bahamas 
Medical Conference will be held at the Dolphin 
Hotel in Nassau, Bahamas, April 1-12. Speakers 
include Drs. Ethan A. Brown, Boston; Helen F. 
Dunbar and Irving Hirshleifer, New York City; 
Ralph I. Fried and Irvine H. Page, Cleveland; 
Caroline B. Hunter, Carlos P. Lamar, Philipp R. 
Rezek, and Donald W. Smith, Miami; Eugene L. 
Jackson, Ph.D., Richmond; Brig. General Thomas 
W. Mattingly, Washington, D. C.; Raymond W. 
McNealy, Chicago; and John R. Wood, Tuckahoe, 
N. Y. A panel discussion, “The Surgical Treatment 
of Coronary Artery Disease,” will be moderated by 
Dr. John M. Chamberlain, New York City, April 9. 
Since accommodation at the Dolphin is limited, ad- 
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ditional rooms have been reserved at the British 
Colonial Hotel. For reservations write directly to 
the Manager, Dolphin Hotel, Nassau, Bahamas (air 
mail requires a 10-cent stamp). The sixth Bahamas 
Medical Conference will be held Dec. 1-15. For 
information write Dr. B. L. Frank, Dolphin Hotel, 
Nassau, Bahamas. 


General Practice Meeting in Dallas.—The 10th an- 
nual scientific assembly of the American Academy 
of General Practice will be held March 24-27 in the 
Memorial Auditorium, Dallas, Texas. The academy 
is presenting its assembly in combination with the 
Dallas Southern Clinical Society. Dr. Malcolm E. 
Phelps, El] Reno, Okla., president of the academy, 
will open the meeting March 24. The program will 
feature 35 physician participants. Panel discussions 
will be held on “The Emotional and Physical Prob- 
lems of Teenagers,” “Diagnostic Clinic on X-ray In- 
terpretation,” “Electrocardiograms in Determining 
the Presence of Heart Disease,” “Obstetrics,” and 
“Urologic Problems in General Practice.” Ninety 
scientific exhibits and 300 technical exhibits are 
planned. The president’s reception and dance will 
be held March 26 at the Statler Hilton Hotel. A 
ladies’ program is arranged, and a special luncheon 
entertainment is planned for the children. For in- 
formation write the American Academy of General 
Practice, Volker Boulevard at Brookside, Kansas 
City 12, Mo. 


Organize Allergy Photo Exhibit and Statistics Bu- 
reau.—The executive committee of the European 
Academy of Allergy has decided to organize—on 
the occasion of the meeting, “Occupational Allergy,” 
to be presented for the European Academy of Al- 
lergy May 14-24 by the Netherlands Society of 
Allergy—a photo exhibition of (1) congress-photos 
of past allergy-congresses; (2) photos on allergic 
diseases (with a special group for occupational al- 
lergy); (3) photos on occupational medicine. For 
categories one and two a challenge-cup will be the 
first prize. Deadline for submission of photos is 
May 

A Bureau for Statistics will be established in 
Utrecht to coordinate for Europe the inquiry re- 
search work on allergic diseases, the statistics on 
frequency, mortability, etc. Anyone using inquiry- 
forms, to be filled up by some groups, or to be filled 
up by the examinators of some groups, is asked to 
send them. Send photos and statistical forms to and 
for information write Dr. W. J. Quarles van Ufford, 
Emmalaan 17, Utrecht, Netherlands. 


Prize for Original Manuscripts.—Under the terms 
of the will of Dr. Martyn Paine (M.D., Harvard, 
1816), the Robert Troup Paine Publication Fund 
has been established in memory of his son. A 
$3,000 prize will be awarded every four years to 
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the author or authors of'a manuscript chosen to be 


the best work on a specified subject accepted by - 


Harvard University Press during the preceding four 

years. The winning manuscript will be designated 

a prize treatise, and will be published by the uni- 

versity press. Authors will be paid royalties, as well 

as the prize. Eligible manuscripts must be original 

unpublished works of book length, and may be of 

single or multiple authorship. Any manuscript of- 

fered is eligible if its subject matter falls within the 

category and if it is accepted between the dates 

indicated: 

I. The History of Religion (Jan. 1, 1958—Dec. 31, 1961). 

II. The Principles of Commerce and Its Role in Society 
(Jan. 1, 1962—Dec. 31, 1965). 

III. The History and/or Philosophy of Medicine (Jan. 1, 
1966—Dec. 31, 1969). 

IV. Law and Society (Jan. 1, 1970—Dec. 31, 1973). 

V. The Principles of Inorganic Chemistry (Jan. 1, 1974— 
Dec. 31, 1977). 

VI. Materia Medica and Therapeutics (Jan. 1, 1978—Dec. 
31, 1981). 

For information write Harvard University Press, 

79 Garden St., Cambridge, Mass. 


Society News.—Officers of the American Academy 
of Allergy are as follows: Dr. Max Samter, Chicago, 
president; Dr. Francis C. Lowell, Boston, president- 
elect; Dr. Jerome Glaser, Rochester, N.  Y., 
vice-president; Dr. Bram Rose, Montreal, Canada, 
secretary; Dr. Isaac G. Blumstein, Philadelphia, 
treasurer; and Dr. Homer A. Howes, Detroit, his- 
torian (reelected to fifth term).——At the 11th an- 
nual meeting of the American Electroencephalo- 
graphic Society the following officers were elected: 
president, Dr. Robert S. Dow, Portland, Ore.; 
president-elect, Dr. Wladimir T. Liberson, Rocky 
Hill, Conn.; secretary, Dr. Jerome K. Merlis, Balti- 
more; and treasurer, Peter E. Kellaway, Ph.D., 
Houston, Texas.—-—The American Society of Clini- 
cal Pathologists has installed the following officers: 
Dr. Harry P. Smith, New York City, president; Dr. 
Edward L. Burns, Toledo, Ohio, president-elect; 
and Dr. Joe M. Blumberg, Washington, D. C., 
vice-president.——Officers of the Pacific Dermatolo- 
gic Association are as follows: president, Dr. Ervin 
H. Epstein, Oakland, Calif.; vice-president, Dr. 
Osgoode S. Philpott, Denver; secretary-treasurer, 
Dr. Louis H. Winer, Beverly Hills, Calif.; and assist- 
ant secretary, Capt. William N. New, M.C., U.S.N., 


a salute to 
medical school progress 
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San Diego, Calif——The American Association of 
Public Health Physicians has installed the follow- 
ing officers: president, Dr. Sanford P. Lehman, 
Seattle; president-elect, Dr. John W. Cronin, Wash- 
ington, D. C.; vice-president, Dr. Leroy L. Father- 
ree, Joliet, Ill.; secretary-treasurer, Dr. Joseph M. 
Bistowish, Tallahassee, Fla.; and executive secre- 
tary, Mr. William R. Harton, M.S. 


LATIN AMERICA 

Psychology Meeting in Rio de Janeiro.—The third 
Ibero-American Medical’ Psychological Meeting 
will be held Aug. 17-23 in Rio de Janeiro, Brazil. 
The themes are: (1) Hormones, Instincts, Neural 
Integration; (2) Digestive Psychosomatic Pathology; 
and (3) The Doctor-Patient Relationship (the un- 
derstanding of transference for the medical forma- 
tion). There will not be free presentation of works 
by the participants. Themes were given to a certain 
number of speakers. After the presentation of their 
reports, they will meet, in a round-table discussion, 
to answer questions. Coordinators for the meeting 
are professors Decio Soares de Souza, Thales Mar- 
tins, Clementino Fraga Filho, and Dr. Walderedo 
Ismael de Oliveira, from the University of Brazil. 
For information write the Instituto de Psiquiatria 
da Universidade do Brazil, Av. Wenceslau Braz, 
71- Botafogo, Rio de Janeiro, Brazil. 


CORRECTION 

Longevity of Physicians.—In the article by Ray- 
mond Seltser and Philip E. Sartwell, entitled lon- 
izing Radiation and Longevity of Physicians, in the 
Feb. 8, 1958, issue of THE JouRNAL, page 586, fig- 
ures 1 and 2 were transposed in relation to the 
legends. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application was Feb. 
10. Second Examination. Medical Schools in the United 
States and Foreign Countries, Sept. 23. Final date for fil- 
ing application is June 23. Executive Director, Dr. Dean 
F. Smiley, 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 
Arizona:* Examination and Reciprocity. Phoenix, April 16- 
18. Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 
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Cauirornia: Written. Examination. San Francisco, June 16- 
19; Los Angeles, August 18-21; Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, June 14; Los Angeles, 
August 16; San Francisco, November 15. Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
November 16. Sec., Dr. Louis E. Jones, 1020 N Street, 
Sacramento. 

Cotorapo:* Examination and Reciprocity. Denver, June 10- 
ll. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

DeLawareE: Examination and Reciprocity. Dover, July 8-10 
Sec., Dr. Joseph S. McDaniel, Professional Bldg., Dover 
FLoriwa:* Examination. Miami, June 29-July 1. Sec., Dr 

Homer L. Pearson, 901 N.W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Atlanta and Augus- 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
lanta. 

IpaHo: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 

ILtinois: Examination and Reciprocity. Chicago, April 7-10. 
Superintendent of Registration, Mr. Fredric B. Selcke, Cap- 
itol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 18-20. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Louisiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

MaryYLAND: Examination. Baltimore, June 17-20. Sec., Dr 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Massacuusetts: Examination. Boston, July 15-18. Sec., Dr. 
Robert C. Cochrane, Room 37 State House, Boston. 

Micuican:*® Examination. Ann Arbor and Detroit, June 9 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

MicHIGAN:*® Examination. Minneapolis, April 15-17. Sec., Dr. 
F. H. Magney, 230 Lowry Medical Arts Bldg., St. Paul 2 

MONTANA: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

NesrRaASKA:*® Examination. maha, June. Sec., Mr. Husted 
K. Watson, Room 1069, State Capitol Bldg., Lincoln 9. 

New Mexico:* Examination and Reciprocity. Santa Fe, May 
19-20. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., 
Santa Fe. 

New York: Examination. Albany, Buffalo, New York City and 
Syracuse, June 24-26. Sec., Dr. Stiles D. Ezell, 23 S. Pearl 
St., Albany. 

Nortu Carouina: Endorsement. Asheville, May 5. Examina- 
tion. Raleigh, June 16-19. Endorsement. Raleigh, June 17. 
Asst. Sec., Mrs. Louise J. McNeill, Professional Bldg., 
Raleigh. 

Nortu Dakora: Examination. Grand Forks, July 9-11. Reci- 
procity. Grand Forks, July 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Onto: Endorsement. Columbus, April 1; Examination. June 
‘19-21. Sec., Dr. H. M. Platter, 21 West Broad St., Colum- 
bus 15. 

OKLAHOMA:® Examination. Oklahoma City, June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon:* Examination. Portland, April 11-12. Exec. Sec.., 
Mr. Howard 1. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, 
July 8-10. Acting Sec., Mrs. Marguerite G. Steiner, Box 
911, Harrisburg. 

Ruopve IsLtanp:* Endorsement. Providence, March 20. Exam- 
ination. Providence, April 3-4. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Dakora:* Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 
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TENNESSEE: * Examination. Memphis, March 19-20, Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Uran: Examination. Salt Lake City, July 9-11. Director, Mr 
Frank E. Lees, 324 State Capitol Bldg.. Salt Lake City | 

Virncinta: Examination. Richmond, June 12-14. Reciprocity 
Richmond, June 11. Address: Board of Medical Examiners, 
631 First St., S.W., Roanoke. 

WasHINGTON:* Examination. Seattle, July 14-16. Administra- 
tor, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincinia: Examination and Reciprocity. Charleston, 
April 14 and July (date not set). Sec., Dr. N. H. Dyer, 
State Office Bldg., No. 5, Charleston. 

Wisconsin:*° Endorsement. Madison, April 25. Examination 
Milwaukee, July 8-10. Sec., Dr. Thomas W. Tormey, Jr., 
1140 State Office Bldg., 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, June 2 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

Avaska:*® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALAsKA: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Blhig., Juneau. 

Arizona: Examination. Tucson, March 18. Sec., Mr. Herman 
C. Bateman, University of Arizona, Tucson. 

Ankansas: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Departinent, University of 
Arkansas, Fayetteville. 

CoLorapo: Examination and Endorsement. Denver, May 7-8. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denve: 18. 
Connecticut: Examination and Endorsement. New Haven, 
June 14. Exec. Asst., Mrs. Regina G. Brown, 258 Bradley 

St., New Haven 10. 

District OF CoLtumBia: Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6 

FLormwa: Examination. Miami, June 7. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 

lowa: Examination. Des Moines, April 8. Sec¢., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Examination. Kansas City, June 3-4. Sec., Dr. R. E 
Stowell, University of Kansas School of Medicine, Kansas 
City 12. 

Minnesota: Examination. Minneapolis, April 1-2. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, April 20. Reciprocity 
Santa Fe, March 26. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

Ox.aHoMa: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 513 Branift Bidg., Oklahoma City. 
SoutH Daxora: Examination. Vermillion, June 6-7. Sec., Dr. 

Gregg M. Evans, 310 E. 15th St., Yankton. 

RHODE IsLAND: Endorsement. Providence, April 30. Examina- 
tion. Providence, May 14. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

TENNESSEE: Examination. March 19-20, Memphis and Nash- 
ville. Sec., Dr. O. W. Hyman, 62 S. Dunlap St., Memphis. 

Texas: Examination. April 18-19, Austin, Galveston and 
Houston. Sec., Bro. Raphael Wilson, 407 Perry Brooks 
Bldg., Austin. 

Wisconsin: Examination. Madison, March 29, Milwaukee, 
June 7. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


PUBLIC HEALTH SERVICE 


Research Grants and Fellowships.—The National 
Institutes of Health of the Public Health Service 
awarded 215 research grants totaling $3,240,440 
during the month of January. Research fellowships 
totaling $2,639,579 were awarded during the period 
from July, 1957, through January, 1958, the service 
has announced. 

The research grants were made to 115 institutions 
in 32 states, the District of Columbia, 2 territories, 
and 5 foreign countries. The major portion of these 
grants provides support in the fields of cardiac and 
cancer research. Seventy grants, totaling $745,955, 
have been awarded for new projects. The remaining 
grants represent continuations of or supplements 
to existing projects. The research fellowships were 
awarded to 583 individuals in 169 institutions. 
These are located in 39 states, the District of Co- 
lumbia, one territory, and 7 foreign countries. 

Research grants support research projects in 
health, medicine, and allied fields. They are in- 
tended to expand medical and biological research 
activities in universities and other institutions 
throughout the country. Research fellowships sup- 
port research training of (1) students in medical, 
dental, nursing, and public health schools; (2) can- 
didates for master’s and doctorate degrees in the 
biological sciences; and (3) -research scientists at 
various levels of training following receipt of the 
doctorate. 


Advisory Committee on Radiation.—The surgeon 
general has announced the establishment of a Na- 
tional Advisory Committee on Radiation to advise 
his office on the further development of service 
programs dealing with public health aspects of 
radiation from all sources. Last August, the surgeon 
general appointed Dr. Russell H. Morgan, pro- 
fessor of radiology, Johns Hopkins University 
Medical School, as special consultant on the public 
health aspects of radiation. Dr. Morgan will serve 
as chairman of the new committee, which will hold 
its initial meeting March 13; others appointed to 
the committee so far are as follows: Arnold O. 
Beckman, president, Beckman Instruments, Inc., 
Fullerton, Calif.; Victor P. Bond, pathology divi- 
sion, Brookhaven National Laboratory, Upton, Long 
Island, New York; Richard H. Chamberlain, pro- 
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fessor of radiology, Hospital of the University of 
Pennsylvania, 3400 Spruce St., Philadelphia 4; 
James F. Crow, professor of genetics, University 
of Wisconsin, Madison 6, Wis.; Herman E. Hilleboe, 
state commissioner of health, 84 Holland Ave., 
Albany, N. Y.; Edward B. Lewis, professor of 
biology, California Institute of Technology, Pasa- 
dena, Calif.; Berwyn F. Mattison, executive secre- 
tary, American Public Health Association, 1790 
Broadway, New York 27; Lauriston S. Taylor, chief, 
atomic radiation physics division, National Bureau 
of Standards, Washington 25, D. C.; George W. 
Thorn, physician-in-chief, Peter Bent Brigham Hos- 
pital, Boston 15; Abel Wolman, professor of sani- 
tary engineering, Johns Hopkins University, Balti- 
more. 


Regular Corps Examinations for Medical Officers.— 
A competitive examination for appointment of 
medical officers to the Regular Corps of the U. S. 
Public Health Service will be held in various places 
throughout the country on May 6 to 9, 1958. Ap- 
pointments provide opportunities for career service 
in clinical medicine, research, and public health. 
Entrance pay for assistant and senior assistant sur- 
geons with dependents is $7,498 (assistant grade 
applicants are assigned the temporary grade of 
senior assistant). Provisions are made for promo- 
tions at regular intervals. Benefits include periodic 
pay increases, 30 days annual leave, sick leave, 
medical care, disability retirement pay, retirement 
pay which is three-fourths of annual basic pay at 
time of retirement, and other privileges. 

Active duty as a Public Health Service officer 
fulfills the obligation of Selective Service. Require- 
ments for both ranks are U. S. citizenship, age of at 
least 21 years, and graduation from a recognized 
school of medicine. For the rank of assistant sur- 
geon, at least seven years of collegiate and pro- 
fessional training and appropriate experience are 
needed. For senior assistant surgeon, an additional 
3 years, for a total of at least 10 years of collegiate 
and professional training and appropriate experi- 
ence, are needed. Entrance examinations will in- 
clude an oral interview, physical examination, and 


comprehensive objective examinations in the pro- 


fessional field. 

Application forms may be obtained from the 
Surgeon General, Public Health Service (P), 
Washington 25, D. C. Completed application forms 
must be received in the Division of Personnel no 
later than April 11, 1958. 
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Abbot, Edward Stanley ® Wayland, Mass.; Harvard 
Medical School, Boston, 1893; member of the Amer- 
ican Psychiatric Association and the American 
Psychopathological Association; past-president of 
the Boston Society of Psychiatry and Neurology; at 
one time on the faculty of his alma mater; veteran 
of World War I; formerly associated with the 
McLean Hospital in Waverly and assistant super- 
intendent of the Boston City Hospital; died in 
Weston Oct. 15, aged 93. 


Alden, Maurice *New York City; Universitat Leip- 
zig Medizinische Fakultat, Saxony, Germany, 1906; 
associated with Lutheran Hospital; died in Berlin, 
Germany, Oct. 21, aged 75, of carcinoma of the 
lung. 


Applegate, Matthew Mullin, Cincinnati; Medical 
College of Ohio, Cincinnati, 1909; died in the 
Veterans Administration Hospital, Lexington, Ky., 
Nov. 15, aged 73. 


Arendt, Erich J. ® San Antonio, Texas; American 
Medical College, St. Louis, 1904; for many years 
citv health officer; associated with the Nix Hospital; 
died Dec. 24, aged 78, of a heart attack. 


Arnow, Matthew, Eustis, Fla.; Rush Medical Col- 
lege, Chicago, 1937: associated with Waterman 
Memorial Hospital, where he died Dec. 29, aged 45, 
of viral pneumonitis. 


Baum, Felix * South Orange, N. J.; born Feb. 20, 
1883; Universitat Heidelberg Medizinische Fakul- 
tat, Baden, Germany, 1908; member of the Ameri- 
can College of Chest Physicians and the American 
Trudeau Society; at one time assistant professor of 
medicine at the University of Colorado School of 
Medicine in Denver, where he was medical director 
of the National Jewish Hospital; served on the staffs 
of the Deborah Tuberculosis Sanatorium in Browns 
Mill, Essex County Sanitarium, Verona, and St. 
Mary's Hospital in Orange; died Jan. 7, aged 74, of 
coronary thrombosis. 


Beardsley, Wayne Roscoe, Major, U. S. Army, re- 
tired, Jones, Mich.; Jefferson Medical College of 
Philadelphia, 1910; commissioned in the medical 
corps of the U. S. Army in 1917 and retired in No- 
vember, 1930; medical director of the Cass County 
Hospital in Cassopolis; died in the Lakeview Hos- 
pital, Paw Paw, Dec. 9, aged 73, of arteriosclerotic 
cardiovascular disease. 


@ Indicates Member of the American Medical Association. 
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Beasley, John Snodgrass, Centerville, Tenn.; Uni- 
versity of Tennessee Medical Department, Nash- 
ville, 1901; served as mayor and for many years 
county health officer; died Dec. 25, aged 77. 


Bell, Robert H. ® Carlinville, I].; Washington Uni- 
versity School of Medicine, St. Louis, 1906; formerly 
associated with the Illinois Department of Public 
Health; served on the staff of the Carlinville Area 
Hospital; died Dec. 25, aged 76, of cirrhosis of the 
liver. 

Blum, Charles N., Syracuse, N. Y.; Syracuse Uni- 
versity College of Medicine, 1897; died Dec. 22, 


aged 81, of skin cancer. 


Borreson, Baldwin, Bemidji, Minn.; University of 
Minnesota Medical School, Minneapolis, 1915; 
served as superintendent of the Oakland Park 
Sanatorium in Thief River Falls, and medical direc- 
tor and superintendent of the Sunnyrest Sanatorium 
in Crookston; died in the Veterans Administration 
Hospital, Fargo, N. D., Nov. 6, aged 71, of cerebral 
thrombosis. 


Bradley, Raymond Leslie, Houston, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 
1918; formerly on the faculty of the Baylor Uni- 
versity College of Medicine; member of the staffs 
of St. Joseph’s-and Methodist hospitals; died Dec. 
24, aged 65. 


Broughton, Nathaniel Joseph, Lorain, Ohio; Me- 
harry Medical College, Nashville, 1905; died Dec. 
28, aged 79, of nephrosclerosis and uremia. 


Broyles, Samuel Kenneth * Amarillo, Texas; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1925; veteran of World War I; associated with St. 
Anthony's Hospital; died Dec. 23, aged 59. 


Bruck, Samuel, Philadelphia; University of Penn- 
sylvania Department of Medicine, Philadelphia, 
1907; specialist certified by the American Board of 
Radiology; member of the Radiological Society of 
North America and the American College of Radi- 
ology; an associate member of the American Medi- 
cal Association; associated with the Northeastern 
Hospital, where he was medical director for four 
years and where he died Jan. 10, aged 72. 


Buchan, Edward James, Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1906; formerly mem- 
ber of the state boxing commission; served on the 
staff of the Augustana Hospital; died Jan. 20, aged 
77, of a heart attack. 


1348 


Bullock, William Battle, Oxford, N. C.; Bellevue 
Hospital Medical College, New York City, 1892; 
died in Crewe, Va., Jan. 2, aged 88. 


Burke, William Adam ® Pottsville, Pa.; Jefferson 
Medical College of Philadelphia, 1918; member of 
the American Academy of General Practice; asso- 
ciated with Pottsville Hospital; died in Jefferson 
Medical College Hospital, Philadelphia, Jan. 6, aged 
63, of injuries received in an automobile accident. 


Burrows, Gene, Chicago; Chicago Medical School, 
1917; died in St. Francis Hospital, Blue Island, Jan. 
8, aged 76, of multiple myeloma. 


Calkum, John Foley, Alamogordo, N. Mex.; Uni- 
versity of Colorado School of Medicine, Denver, 
1955; interned at St. Joseph’s Hospital in Denver; 
service member of the American Medical Associa- 
tion; captain in the medical corps of the U. S. Air 
Force Reserve, serving in the School of Aviation 
Medicine at Gunter Air Force Base in Montgomery, 
Ala.; died near Benton, Ala., Dec. 19, aged 29, in 
a civilian aircraft accident. 


Campbell, John Ross ® Pratt, Kan.; University of 
Kansas School of Medicine, Kansas City, Kan., 
1915; veteran of World War I; on the staff of the 
Pratt County Hospital, where he died Dec. 19, 
aged 68, of uremia. 


Carr, Bella, Duarte, Calif.; Université de Paris 
Faculté de Médecine, France, 1900; for many years 
associated with the City of Hope; died Dec. 24, 
aged 81. 


Carter, Clifford Charles ® Flushing, N. Y.; St. Louis 
University School of Medicine, 1938; certified by 
the National Board of Medical Examiners; veteran 
of World War II; died in the Kew Gardens (N. Y.) 
General Hospital Jan. 12, aged 42. 


Colwick, James Thomas ® Durant, Okla.; born Feb. 
24, 1888; Southern Methodist University Medical 
Department, Dallas, Texas, 1912; member of the 
American Academy of General Practice; past- 
president of the Atoka—Bryan—Coal Counties Med- 
ical Society; for many years member of the city 
council; veteran of World War I; served as med- 
ical adviser to the Bryan County Selective Service 
Board and was awarded a merit of honor by the 
Oklahoma Selective Service Board for his out- 
standing service during World War II; associated 
with the Durant Hospital; died Dec. 15, aged 69, 
of pulmonary embolism and myocardial insuffi- 
ciency. 


Conrad, Adolph Henry ® St. Louis; born in 1884; 
St. Louis University School of Medicine, 1906; 
associate clinical professor emeritus of dermatology 
at Washington University School of Medicine; spe- 
cialist certified by the American Board of Derma- 
tology and Syphilology; member of the American 
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Academy of Dermatology and Syphilology; for- 
merly vice-president of the Southern Medical Asso- 
ciation; associated with St. Louis County Hospital! 
in Clayton, Barnard Free Skin and Cancer Hospital, 
Barnes Hospital, Hospital of the Masonic Home, 
Jewish Hospital, Shriners’ Hospital for Crippled 
Children, and St. Louis Maternity Hospital; died 
Jan. 1, aged 73. 


Cox, Hugh Michael, New York City; Albany (N. Y.) 
Medical College, 1902; an associate member of the 
American Medical Association; associated with 
Long Beach Memorial Hospital in Long Beach, 
N. Y., and Manhattan State Hospital and St. Clare’s 
Hospital; president emeritus of Misericordia Hos- 
pital, where for many years he was director of 
medicine; died in the Veterans Administration Hos- 
pital Jan. 6, aged 80. 


Cox, James Francis ® Chicago; Rush Medical Col- 
lege, Chicago, 1909; retired medical director of the 
Illinois Bell Telephone Company; died in the Gar- 
field Park Community Hospital Jan. 9, aged 74. 


Curtis, Austin Maurice Jr., Paterson, N. J.; Howard 
University College of Medicine, Washington, D. C., 
1914; member of the Medical Society of New Jersey; 
on the courtesy staffs of the Paterson General Hos- 
pital and the Barnert Memorial Hospital, where he 
died Jan. 2, aged 66, of arteriosclerotic heart disease. 


Dearing, Bradford French ® San Francisco; Wash- 
ington University School of Medicine, St. Louis, 
1917; specialist certified by the American Board of 
Pediatrics; member of the American Academy 
of Pediatrics; formerly assistant clinical professor of 
pediatrics at the University of California School 
of Medicine; served overseas during World War I; 
associated with French Hospital and University of 
California hospitals; died Jan. 5, aged 67, of a 
heart attack. 


Dessent, Robert ® Chicago; University of Illinois 
College of Medicine, Chicago, 1924; clinical assist- 
ant professor of pediatrics at his alma mater; since 
1943 epidemiologist and director of maternal and 
child hygiene for the Cook County Health Depart- 
ment; field health officer for the board of health of 
Chicago from 1927 to 1941; served as district health 
superintendent of Illinois for the department of 
public health; veteran of World War I; died in the 
Michael Reese Hospital Jan. 14, aged 58, of acute 
myocardial infarction and arteriosclerotic heart 
disease. 

Donald, William Goodricke * Berkeley, Calif.; born 
in San Francisco Nov. 2, 1889; University of Cali- 
fornia School of Medicine, San Francisco, 1923; 
member of the Industrial Medical Association, 
American Association for the Advancement of Sci- 
ence, World Medical Association, and the Califor- 
nia Academy of Medicine; past-president of the 
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Alameda County Medical Society; served in the 
sanitary corps of the Army during World War I; 
university physician, University of California; asso- 
ciated with the Alta Bates, Herrick Memorial, and 
Peralta hospitals; died Dec. 30, aged 68, of acute 
myocardial infarction. 


Dotye, Christopher Benjamin, Danville, Ky.; Me- 
harry Medical College, Nashville, Tenn., 1930; died 
in the Ephraim McDowell Memorial Hospital Dec. 
15, aged 55, of cerebral thrombosis. 


Eiel, Merrill Orion ® Osage, lowa; State University 
of Iowa College of Medicine, Iowa City, 1927; 
member of the staff, Mitchell County Memorial 
Hospital; died Dec. 15, aged 54, of coronary occlu- 
sion. 


Erickson, John Lynn, Fergus Falls, Minn.; Univer- 
sity of Minnesota Medical School, Minneapolis, 
1923; associated with Fergus Falls State Hospital; 
died Dec. 26, aged 69, of coronary thrombosis. 


Farley, Robert Howard, North Hill, Pa.; Hering 
Medical College, Chicago, 1911; veteran of World 
War I; an associate member of the American Medi- 
cal Association; served on the staffs of Hahnemann 
and Germantown hospitals; died Jan. 16, aged 71, 
of coronary infarction and arteriosclerotic heart 
disease. 


’ Fennel, Eric Adolphus * Honolulu, Hawaii; Univer- 
sity of Cincinnati College of Medicine, 1912; mem- 
ber of the College of American Pathologists; died 
in the Queen’s Hospital Dec. 24, aged 70, of coro- 
nary thrombosis. 


Field, Francis Floyd, Marion, Ohio; Starling Medi- 
cal College, Columbus, 1898: veteran of World War 
I; died Dec. 11, aged 81, of a heart attack. 


Finnegan, Philip Joseph * Salem, Mass.; Harvard 
Medical School, Boston, 1911; retired Salem health 
board physician; veteran of World War 1; examin- 
ing physician for the Selective Service Board during 
World War II; served on the staffs of the Josiah B. 
Thomas Hospital in Peabody and the Salem Hos- 
pital, where he died Dec. 18, aged 70, of dissecting 
aneurysm. 


Forster, Neslen Kelliher * Pacific Palisades, Calif.: 
born in Missoula, Mont., Dec. 30, 1892; University 
of Illinois College of Medicine, Chicago, 1919: 
certified by the National Board of Medical Exam- 
iners; member of the Central Association of Ob- 
stetricians and Gynecologists, American Urological 
Association, American Academy of Dermatology 
and Syphilology, and the Industrial Medical Asso- 
ciation; fellow of the International College of Sur- 
geons and the American College of Surgeons; 
formerly practiced in Hammond, Ind., where he 
was on the staff of St. Margaret's Hospital, and 
was past-president of the Lake County Medical 
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Society; associated with St. John’s Hospital in Santa 
Monica and the Culver City Hospital and the Com- 
munity Hospital in Culver City; died Dec. 31, 
aged 65. 


Fortun, Olav Johan ® Seattle; Chicago College of 
Medicine and Surgery, 1910; died Dec. 8, aged 83, 
of coronary thrombosis. 


Francez, Zachary J., Crowley, La.; University of 
Tennessee Medical Department, Nashville, 1903; 
for many years parish coroner; died in the Acadia 
Hospital Dec. 9, aged 76, of pneumonia. 


Franklin, William David, Walnut Grove, Miss.: 
Mississippi Medical College, Meridian, 1907; died 
Oct. 29, aged 89, of uremia and chronic nephritis. 


Frechtling, Louis Henry, Hamilton, Ohio; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; for 
many vears associated with the Medical Depart- 
ment of Champion Paper and Fibre Company; 
examining physician during World War I for the 
Butler County Draft Board served on the board of 
education; for many vears on the board of directors 
of the Home Federal Savings and Loan Association 
of Hamilton; died Dec. 10, aged 77, of adenocar- 
cinoma of the pylorus. 


Friedman, Henry * Granville, N. Y.; University of 
Edinburgh Faculty of Medicine, Scotland, 1935; 
associated with the Emma Laing Stevens Hospital 
in Granville ‘and the Glens Falls (N. Y.) Hospital; 
died Dec. 11, aged 49, of coronary occlusion. 


Gaev, Samuel David * Philadelphia; Temple Uni- 
versity School of Medicine, Philadelphia, 1934, 
served overseas during World War II; associated 
with Philadelphia General, Temple University, and 
Episcopal hospitals; died in Atlantic City (N. J.) 
Hospital Jan. 6, aged 49, of acute coronary occlu- 
sion. 


Gage, Idys Mims * New Orleans; Tulane University 
of Louisiana School of Medicine, New Orleans, 
1917; professor of clinical surgery at his alma mater; 
member of the founders group of the American 
Board of Surgery; chairman of the Section on Sur- 
gery, General and Abdominal, 1951-1952, American 
Medical Association; member and past-president of 
the Southern Surgical Association and New Orleans 
Surgical Society; in 1949 secretary of the 13th Con- 
gress of the International Surgical Society in Brus- 
sels, Belgium; member of the American Association 
for the Surgery of Trauma; fellow of the American 
College of Surgeons; veteran of World War I; 
served during World War II and was awarded the 
Legion of Merit in 1946 for exceptional service as 
consultant in surgery to the Fourth Service Com- 
mand of Army; associated with Ochsner Clinic and 
the Ochsner Foundation Hospital; served on the 
staffs of the Illinois Central Hospital, Touro In- 
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firmary, and the Charity Hospital of Louisiana; 
died in the Methodist Hospital, Houston, Dec. 19, 
aged 64. 


Gardiner, Mildred White ® Middletown, Ohio; Ohio 
State University College of Medicine, Columbus, 
1925; member of the American Society of Anes- 
thesiologists; associated with the Middletown Hos- 
pital; died in Cincinnati Dec. 21, aged 65, of coro- 
nary occlusion. 


Giuseffi, Jerome Jr., Cincinnati; University of Cin- 
cinnati College of Medicine, 1942; assistant profes- 
sor of surgery at his alma mater; specialist certified 
by the American Board of Surgery; veteran of 
World War II; associated with Our Lady of Mercy 
Hospital, Bethesda Hospital, and the Christian R. 
Holmes Hospital, where he died Jan. 2, aged 39. 


Greaves, Blanche F., Philadelphia; Woman’s Medi- 
cal College of Pennsylvania, Philadelphia, 1895; 
served on the staffs of the Hospital of the Woman’s 
Medical College and the Doctors Hospital, where 
she died Jan. 13, aged 89, of congestive heart failure. 


Gilman, Ermest L., Mellen, Wis.; Milwaukee Medi- 
cal College, 1911; served as city health officer; asso- 
ciated with St. Joseph’s Hospital in Ashland; died 
Dec. 10, aged 73, of coronary thrombosis. 


Graves, Harriett M. Daniel ® Murphysboro, II1.; 
the Hahnemann Medical College and Hospital, 
Chicago, 1906; formerly associated with the state 
health department; served as secretary of the Jack- 
son County Medical Society; on the staff of St. 
Andrew’s Hospital; died Nov. 26, aged 86. 


Gregg, Alfred Dickson, Henderson, N. C.; Medical 
College of South Carolina, Charleston, 1913; vet- 
eran of World War I; county health officer; died in 
the Maria Parham Hospital Dec. 17, aged 74, of 
arteriosclerotic heart disease. 


Griffin, Edwin Albert ® Brooklyn; born in New 
York City May 25, 1887; University and Bellevue 
Hospital Medical College, New York City, 1909; 
specialist certified by the American Board of Oto- 
laryngology; past-president of the Pan American 
Medical Association; served as vice-president of the 
Kings County Medical Society; member of the 
American Academy of Ophthalmology and Oto- 
laryngology, American Laryngological, Rhinological 
and Otological Society, American Oto-rhinologic 
Society for Plastic Surgery, and American College 
of Aller sists; fellow of the American College of 
Surgeons and the International College of Surgeons; 
served on the faculty of the Long Island College of 
Medicine; associated with Brooklyn Eye and Ear, 
Samaritan, and Methodist hospitals; died Dec. 29, 
aged 70, of cardiac failure. 


Hall, Rufus Warren ® Trumbull, Conn.; Yale Uni- 


versity School of Medicine, New Haven, 1907; died 
Dec. 19, aged 79. 
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Harrington, Fred Blanchard ® Steubenville, Ohio; 
University of Buffalo School of Medicine, 1914; 
member of the Industrial Medical Association; for 
many years secretary of the Hancock County Medi- 
cal Society; veteran of World War I; chief surgeon 
of the Weirton Steel Company from 1919 to 1936 
when he became part-time surgeon; president of 
the staff, Ohio Valley Hospital; member of the 
staffs of Weirton (Ohio) General Hospital and the 
Gill Memorial Hospital; died Dec. 24, aged 69, of 
coronary occlusion. 


Hartman, George W., San Francisco; Johns Hopkins 
University School of Medicine, Baltimore, 1908; 
assistant clinical professor of surgery at Stanford 
University School of Medicine; specialist certified 
by the American Board of Urology; an associate 
member of the American Medical Association; 
member of the American Urological Association, 
and past-president and secretary of the Western 
Branch; associated with Mount Zion and Polyclinic 
hospitals and the Stanford University Hospital, 
where he died Dec. 24, aged 78. 


Head, Homer ® Monroe, Ga.; University of Georgia 
School of Medicine, Augusta, 1939; served as presi- 
dent of the Walton County Medical Society; county 
physician; on the staff of the Walton County Hos- 
pital; died in St. Mary’s Hospital, Athens, Dec. 17, 
aged 44, of hepatitis. 


Henderson, Harry Allen, Wheeling, W. Va.; West- 
ern Pennsylvania Medical College, Pittsburgh, 1896; 
served as medical director of the Ohio County pub- 
lic schools; formerly member of the staffs of Ohio 
Valley General Hospital and Wheeling Hospital, 
where he died Dec. 13, aged 87, of paralytic ileus 
and intestinal obstruction. 


Hendry, Hugh William, Detroit; University of To- 
ronto Faculty of Medicine, Toronto, Ontario, Can- 
ada, 1920; member of the Michigan State Medical 
Society; served with the Canadian Expeditionary 
Force in France during World War I; died in the 
Pontiac (Mich.) General Hospital Nov. 26, aged 
64, of congestive heart failure. 


Hunt, Sheldon Leslie, Yarmouth Port, Mass.; Tufts 
College Medical School, Boston, 1936; member of 
the Massachusetts Medical Society; veteran of 
World War II; on the staff of the Cape Cod Hos- 
pital in Hyannis; died Dec. 21, aged 46. 


Ingram, Glen Ray © Champaign, Ill.; the Hahne- 
mann Medical College and Hospital, Chicago, 1916; 
associated with the Mercy Hospital in Urbana, and 
the Burnham City Hospital, where he died Dec. 10, 
aged 70, of coronary thrombosis. 


Miller, J. Preston, Miami, Fla.; Columbia Univer- 
sity College of Physicians and Surgeons, New York 
City, 1896; died Dec. 21, aged 88. 
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Paton, Fred. Wade, Bradford, Pa.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1909; an associate member of the Ameri- 
can Medical Association; on the staff of the Brad- 
ford Hospital, where he died Dec. 22, aged 75, of 
cerebral hemorrhage. 


Patton, Oliver Beirne, Huntsville, Ala.; University 
of Virginia Department of Medicine, Charlottes- 
ville, 1905; died in the Huntsville Hospital Dec. 25, 
aged 82, of arteriosclerosis. 


Roane, John Quincy * Carlyle, Ill.; Missouri Medi- 
cal College, St. Louis, 1898; for many years secre- 
tary of the Clinton County Medical Society, of 
which he was past-president; a vice-president and 
director of First National Bank of Carlyle; associ- 
ated with St. Joseph's Hospital in Breese, where he 
died Dec. 29. aged 83, of chronic myocarditis. 


Rogers, Weaver Burnside, Clarksburg, W. Va.; 
Baltimore Medical College. 1907; veteran of World 
War I; served as superintendent of the Hunting- 
ton (W. Va.) State Hospital and the Barboursville 
(W. Va.) State Hospital; formerly associated with 
Spencer (W. Va.) State Hospital; died Dec. 31, aged 
77, of asthma and cardiac dilatation. 


Rosenbaum, Jack Davidson, Boston; born in New 
Haven, Conn., Sept. 12, 1912; Yale University 
School of Medicine, New Haven, Conn., 1937; spe- 
cialist certified by the American Board of Internal 
Medicine; certified by the National Board of Medi- 
cal Examiners; member of the American Society of 
Clinical Investigation, American Federation for 
Clinical Research, American Diabetes Association, 
American Association for the Advancement of Sci- 
ence, Phi Beta Kappa, Sigma Xi, and Alpha Omega 
Alpha; fellow of the American College of Physi- 
cians; service member of the American Medical 
Association; clinical professor of medicine at Tufts 
College Medical School; served on the faculty of 
his alma mater and the Boston University School of 
Medicine; veteran of World War II; assistant chiet 
in medicine at the Veterans Administration Hos- 
pital; served as assistant chief of the medical service 
and director of the research laboratory, Cushing 
Veterans Hospital in Framingham, and as associate 
physician at the New Haven (Conn.) Hospital; died 
Dec. 16, aged 45, of cancer of the transverse colon. 


Roswell, Joseph T. ® Woonsocket, R. 1.; Bellevue 
Hospital Medical College, New York City, 1894; 
honorary member of the staff of the Woonsocket 
Hospital; died Dec. 20, aged 91, of myocardial 
insufficiency. 

Rugeley, Frank Robert ® Wharton, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1933; 
member of the American College of Allergists and 
the American Academy of General Practice; one of 
the founders of the Rugeley-Blasingame Clinic- 
Hospital; died Dec. 21, aged 49. 
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Ruskin, Simon Lyon * New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1920; member of the American Chemical So- 
ciety; specialist certified by the American Board of 
Otolaryngology; associated with the Bronx Hos- 
pital; director of the Ruskin Research Foundation; 
died Jan. 1, aged 60. 


Ryle, John Francis, New York City; Yale University 
School of Medicine, New Haven, Conn., 1902; 
an associate member of the American Medical 
Association; on the staff of the Misericordia Hos- 
pital, where he died Jan. 1, aged 79, of benign 
prostatic hypertrophy and hemorrhage following 
prostatectomy. 


Sabshin, Zalman Isaac, Miami Beach, Fla.; Long 
Island College Hospital, Brooklyn, 1917; an asso- 
ciate member of the American Medical Association; 
member of the Medical Society of the State of New 
York; formerly practiced in New York City, where 
he was on the staff of the Bronx Hospital; died in 
Mount Sinai Hospital Dec. 21. aged 65, of cerebral 
hemorrhage. 


Schwarz, Frank William * Battle Creek, Mich.: 
Temple University School of Medicine, Philadel- 
phia, 1917; member of the American Psychiatric 
Association; veteran of World War I; served with 
the Veterans Administration; associated with the 
Community and Leila Y. Post Montgomery hos- 
pitals; died Dec. 27, aged 70, of arteriosclerosis. 


Shafer, Clare Field, Gratton, W. Va.; Medical Col- 
lege of Virginia, Richmond, 1909; an associate 
member of the American Medical Association; 
served as county health officer; on the staff of the 
Grafton City Hospital, where he died Dec. 28, aged 
75, of bilateral bronchopneumonia. 


Shipp, Henry Harris, Woodsboro, Texas; Atlanta 
College of Physicians and Surgeons, 1902; veteran 
of the Spanish-American War; died Dec. 22, 
aged 78. 


Sims, Paul Martin Jr. * Beaumont, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1947; 
veteran of the Korean War; died Dec. 27, aged 33. 
Smith, Myrtle * Worcester, Mass.; Tufts College 
Medical School, Boston, 1905; for many years prac- 
ticed in Shrewsbury, where she was a trustee of the 
public library; served on the staff of the Memorial 
Hospital; associated with Fallon Clinic; died Dec. 
13, aged 78, of acute pulmonary edema. 


Smyth, Margaret Hamilton, Saratoga, Calif.; Cooper 
Medical College, San Francisco, 1898; member of 
the American Psychiatric Association; past-president 
of the San Joaquin County Medical Society; served 
as medical director and superintendent of the 
Stockton (Calif.) State Hospital; died in Palo Alto 
Dec. 30, aged 82, of bronchopneumonia. 
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Soifer, Samuel ® New York City; Long Island Col- 
lege Hospital, Brooklyn, 1911; died Nov. 20, aged 
74, of heart failure. 


Speidel, Roy Edward, Senath, Mo.; St. Louis Uni- 
versity School of Medicine, 1924; died Dec. 25, 
aged 63. 


Sprafka, Joseph Michael ® St. Paul; University of 
Minnesota Medical School, Minneapolis, 1920; as- 
sociated with St. John’s, Miller, and St. Luke’s hos- 
pitals and St. Joseph’s Hospital, where he died 
Dec. 6, aged 63, of cancer. 


Stanton, Frank W. ® Joliet, Ill.; Illinois Medical 
College, Chicago, 1907; died Dec. 10, aged 77. 


Steinberg, Meyer Jerome ® Chicago; Rush Medical 
College, Chicago, 1926; specialist certified by the 
American Board of Internal Medicine; clinical asso- 
ciate professor of medicine at the Chicago Medical 
School; veteran of World War II; associated with 
Cook County and the Louis A. Weiss Memorial 
hospitals, and the Highland Park (IIll.) Hospital, 
where he died Jan. 6, aged 54, of heart disease. 


Stewart, Horace Gentry ® Cincinnati; Johns Hop- 
kins University School of Medicine, Baltimore, 
1918; died Dec. 24, aged 68. 


Stolz, Bernard, Troy, N. Y.; Rheinische Friedrich- 
Wilhelms—Universitat Medizinische Fakultat, Bonn, 
Prussia, Germany, 1924; member of the Medical 
Society of the State of New York; died in St. Mary's 
Hospital Dec. 26, aged 57. 


Stotz, Kenneth Frederick ® Chicago; born in Chi- 
cago Aug. 16, 1909; Northwestern University Medi- 
cal School, Chicago, 1934; member of the 
Industrial Medical Association; served as president 
and vice-president of the Chicago Society of In- 
dustrial Medicine and Surgery; veteran of World 
War II and was presented with the Legion of 
Merit award “for exceptionally meritorious con- 
duct in the performance of outstanding services to 
the South Pacific Area from March, 1942, to May, 
1944”; on the staffs of the Walther Memorial and 
Norwegian American hospitals; died Jan. 3, aged 
48, of acute coronary heart disease, cholelithiasis, 
and acute cholecystitis. 


Thomason, Henry Eagle ® Summers, Ark.; Beau- 
mont Hospital Medical College, St. Louis, 1900; St. 
Louis University School of Medicine, 1902; mem- 
ber of the Missouri State Medical Association and 
the American Academy of Ophthalmology and 
Otolaryngology; fellow of the American College 
of Surgeons; for many years practiced in Kansas 
City, Mo., where he was associated with St. Mary’s 
Hospital; died in McAllen, Texas, Dec. 10, aged 
80, of cerebral hemorrhage. 
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Valente, Frank A. ® Buffalo; University of Buffalo 
School of Medicine, 1908; associated with the Sis- 
ters of Charity Hospital; died Dec. 17, aged 74, of 
carcinoma of the pancreas. 


Weaver, Davis Charles, New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1948; interned at the Bellevue 
Hospital; served a residency at the Homer Folks 
Tuberculosis Hospital in Oneonta, N. Y., and St. 
Luke’s Hospital; died Dec. 20, aged 32. 


Weiss—Robertson, Frieda Emma, Cleveland; Cleve- 
land Homeopathic Medical College, 1903; served 
on the staffs of the Woman’s and Huron Road hos- 
pitals; died Dec. 23, aged 80. 


Wenger, Oliver Clarence, Medical Director, U. S. 
Public Health Service, retired, Hot Springs National 
Park, Ark.; born in St. Louis Sept. 2, 1884; St. Louis 
University School of Medicine, 1908; served as 
diagnostician with the St. Louis Health Depart- 
ment; his military services included a tour of duty 
with the Philippine Islands Constabulary during 
the years 1912 to 1915; a captain in the sanitary 
corps of the American Expeditionary Forces during 
World War I; during World War II served on the 
staff of the Caribbean Defense Command, wherein, 
as liaison officer, developed health programs in- 
volving local populations and the armed forces; 
these programs were carried out under the auspices 
of the Anglo-American Caribbean Commission; for 
these latter services was decorated by King George 
VI of England with the Order of the British Em- 
pire; specialist certified by the American Board of 
Preventive Medicine; joined the staff of the U. S. 
Public Health Service in 1919 and retired in 1945; 
chief epidemiologist on the staff of the Chicago 
Board of Health; fellow of the American College 
of Physicians; associated with the Leo N. Levi 
Memorial Hospital; died in the U. S. Public Health 
Service Hospital in Chicago Jan. 6, aged 73, of 
acute myocardial infarction and arteriosclerosis. 


Weston, Ursa Cleveland ® Galt, Mo.; University 
Medical College of Kansas City, 1910; veteran of 
World War I; died in the Cullers Hospital in Tren- 
ton, Dec. 24, aged 72. 


Young, Charles Stephen ® Los Angeles; College of 
Physicians and Surgeons, medical department of 
the University of Southern California, Los Angeles, 
1914; specialist certified by the American Board of 
Orthopaedic Surgery; member of the American 
Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; veteran of World 
War I; associated with California Hospital, Metho- 
dist Hospital of Southern California, Orthopaedic 
Hospital, and Presbyterian Hospital-Olmsted Me- 
morial; died in the Good Samaritan Hospital Dec. 
15, aged 65. 
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Malacia, Pseudomalacia, and Osteoporosis.—The an- 
nual meeting of Austrian physicians in September 
was arranged by the Van-Swieten Society in Vienna 
to coincide with the meetings of several of the 
societies of medical specialties. Dr. L. Haslhofer of 
Vienna stated that although histological differentia- 
tion and a definite diagnosis is not possible in every 
case in the diagnosis of skeletal diseases, biopsy 
should be used more widely. Dr. G. Fanconi of 
Zurich said that primary hypophosphatasia, in 
which vitamin D acts as a toxin, and osteogenesis 
imperfecta are congenital porotic disorders. Ac- 
quired porotic diseases include particularly that due 
to inactivity in which, as the result of immobiliza- 
tion, Sudeck’s atrophy and in many cases a secondary 
hyperparathyroidism may develop. This condition 
may be differentiated from primary hyperparathy- 
roidism by the roentgenologic demonstration of the 
“lamina dura” around the roots of the permanent 
teeth. In secondary hyperparathyroidism, which 
may develop in any condition in which the calcium 
content of the blood is lowered and the phosphate 
content is increased, it is sometimes possible to 
demonstrate an acro-osteolysis. In Cushing’s dis- 
ease, endocrinogenic porosis may develop as the 
result of the inhibition of the osteoblasts by an in- 
crease in cortisone. The bone lesions secondary to 
renal disease generally show the character of a 
malacia and develop either as the result of glo- 
merular insufficiency or of a phosphate diabetes 
caused by tubular dysfunction. 

Dr. H. Ellegast pointed out that porosis and 
malacia are readily differentiable in the roentgeno- 
gram. Porotic conditions are characterized by sharp 
contours, clear, fine-to-coarse strands in the struc- 
ture, and general increase in permeability to roent- 
gen rays. Malacia, on the other hand, is character- 
ized by indistinct contours, washed-out, indistinct 
structures, and by typical localization. 

Dr. H. Jesserer of Vienna stated that the clinical 
aspects are particularly important for the early 
diagnosis of skeletal diseases, because the roent- 
genological signs do not appear until the process is 
advanced. Since the symptoms are rarely patho- 
gnomonic, laboratory tests must be resorted to for 
corroboration. The blood phosphate level is more 
significant than that of calcium. The alkaline phos- 
phatase level is a standard of measurement for 
osteoblastic activity, and the Sulkowitch test is a 
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measure of the calciuria. In osteogenesis imperfecta, 
fractures are as a rule a threat only up to the age 
of 18. After that, until the age of presenile porosis, 
fractures are rare. Thus, there is a possibility of a 
combination of this congenital porosis with malacic 
diseases. The theory that the development of pre- 
senile porosis is the result of the cessation of the 
function of the gonads seems to be disproved by 
the fact that even in women who have been cas- 
trated because of a carcinoma at a relatively early 
age, it did not develop until the age at which it 
developed in noncastrated women. The fact that 
hormone therapy is without effect if it is not com- 
bined with physical exercise also supports this re- 
vised viewpoint. In order to avoid complications, 
the therapeutic use of vitamin D in patients with 
malacia should always be preceded by a Sulkowitch 
test. The therapy of primary hyperparathyroidism 
consists in the early extirpation of the parathyroid 
tumor. In secondary hyperparathyroidism, treat- 
ment is determined by the type of primary disease. 


Chronic Constipation.—At the same meeting Dr. K. 
Fellinger of Vienna pointed out that habitual con- 
stipation can be classified according to dynamic, 
localizing, or subjective complaints. The most fre- 
quent cause is the disturbance in the defecation 
reflex which in turn is often due to external or to 
psychogenic factors. Neurosympathetic disturb- 
ances, weakness of the abdominal muscles, and the 
posture during defecation may also play a part. 
Therapy should aim at the restoration of the auto- 
matism of the intestine, which is achieved most 
effectively by combination of drugs, roughage in 
the diet, gymnastics, and broad-spectrum anti- 
biotics. The mode of action of this use of the broad- 
spectrum antibiotics in constipation is not fully 
understood. The maintenance of a therapeutic suc- 
cess is often more difficult than obtaining it. The 
cooperation of the patient is of vital importance. 
Dr. R. Scholz of Linz said that congenital mega- 
colon is characterized by (1) the onset of symptoms 
immediately after birth, (2) demonstration of the 
narrow, aganglionic segment in the roentgenogram, 
and (3) histological demonstration of the absence 
of Auerbach’s plexus in the narrow segment. The 
treatment of choice consists in the resection of the 
narrow segment. In contradistinction to congenital 
megacolon, the so-called idiopathic megacolon usu- 
ally appears in the second year of life and repre- 
sents a purely functional regulatory disturbance on 
a neurosympathetic basis. In some patients there 
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is supposedly an inorganic deficiency of the auto- 
nomic plexus. In this condition conservative treat- 
ment is required. 

Dr. A. Winkelbauer of Klagenfurt stated that, 
depending on the location and extension of the 
narrow aganglionic segment, an abdominal or peri- 
anal operation is performed on patients with con- 
genital megacolon. He warned against extensive 
mobilization into the pelvis, because this may later 
result in fecal incontinence and impairment of sex- 
ual potency. Splanchnicectomy and sympathectomy 
have proved ineffective. Since 1950 favorable re- 
sults have been obtained in patients with congenital 
megacolon with a method that resembles Heller’s 
longitudinal splitting in patients with pylorospasm. 
Generally speaking, the wide use of surgical meth- 
ods in patients with chronic constipation is decreas- 
ing, chiefly as the result of the efficacy of medical 
treatment. Dr. F. Briicke of Vienna said that in pa- 
tients with habitual constipation, which is prac- 
tically always colonic, the use of purgatives is 
probably indispensable but that they should be 
varied and used intermittently. 


The Cervical Syndrome.—At the same meeting Dr. 
H. Hoff of Vienna said that the incidence of the 
cervical syndrome has been increasing. Isolated 
osteochondrosis is to be differentiated from other 
syndromes that are produced by changes in the 
cervical portion of the vertebral column such as 
disk hernia of the cervical column, scalenus syn- 
drome, and cervical rib syndrome. The therapy of 
the isolated osteochondrosis of the cervical verte- 
bral column consists in orthopedic measures, phys- 
ical measures, muscular relaxants, exercise therapy, 
psychotherapy, and, with regard to the irritation of 
the sympathetic nerves, the administration of hydro- 
genized alkaloids of ergot. Dr. H. Kraus of Vienna 
recommended sympathectomy including the two 
upper thoracic ganglions in patients with severe 
cervical syndrome or with humeroscapular _peri- 
arthritis. Cervical disk hernias are especially suit- 
able for surgical treatment. Early operation is 
particularly urgent in the medial form because ir- 
reversible damage to the spinal cord will result 
quickly from compression of the anterior spinal 
artery. Operation on a lateral disk hernia is tech- 
nically simpler and results in cure in about 50% of 
the patients. In patients with the scalenus syndrome 
the scalenus muscle is resected, but relapses fre- 
quently follow, probably as the result of a sym- 
pathetic component. 


Copper and Iron.—At the same meeting Dr. E. 
Gisinger of Vienna said that it is customary to ex- 
amine the iron, copper, and transferrin content of 
the serum. Transferrin is a specific serum protein 
that combines with iron. Normally only about 33% 
of the transferrin is saturated with iron. During 
pregnancy and the puerperium, serum iron and 
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transferrin show no deviation from the normal 
whereas the copper content of the serum is greatly 
increased. Such an increase in the copper content 
of the serum is found otherwise only in the presence 
of malignant tumors, in the hemoblastoses, and in 
infections in which, however, there is in addition a 
significant decrease in the serum level of transferrin 
and iron. The iron content of the serum is also re- 
duced in conditions accompanied by iron defi- 
ciency, but in these the transferrin level is greatly 
increased. This finding is ascertainable only in the 
presence of sideropenia. It is thus possible to con- 
firm or disprove the presence of sideropenia by 
determining the serum iron content and the trans- 
ferrin content in a single blood specimen. This is 
of great therapeutic interest because iron therapy 
is effective only in sideropenia, whereas anemia 
caused by infection or by a tumor remains unin- 
fluenced thereby and is cured only after the pri- 
mary disorder is corrected, and without additional 
hemopoietic therapy. 

In hemochromatosis the transferrin is completely 
saturated with iron and the serum copper content 
is normal. Hepatitis differs from obstructive jaun- 
dice by a great increase in the serum iron level, 
whereas that of transferrin and copper are virtually 
normal. Obstructive jaundice is usually accom- 
panied by a reduction in the serum iron and trans- 
ferrin level, whereas the serum copper level is 
generally increased. The increased resorption of an 
iron preparation in iron deficiency states can be 
demonstrated photometrically and is even macro- 
scopically visible by comparing the color of serum 
samples withdrawn before and three hours after its 
administration. The first serum specimen is pale 
green or yellow, whereas the second is orange. 
Investigations on the iron and copper metabolism 
are of prognostic significance, particularly during 
the cytostatic treatment of malignant diseases. Pa- 
tients in whom the serum iron, transferrin, and 
copper levels became normal after treatment did 
not relapse for at least four months and generally 
much longer. Patients in whom these values did not 
become normal after treatment either received no 
therapeutic benefit or had a relapse within less than 
two months after the cessation of treatment. 


Cardiac Surgery.—At the same meeting Dr. F. Lind- 
ner of Berlin pointed out that mitral stenosis is the 
commonest of all valvular lesions. The death rate 
from valvotomy is about 4%. Improvement in cir- 
culation and reduction of pulmonary pressure was 
obtained in 70% of the patients operated on, but 
in about 2% of these patients a residual stenosis 
must be expected. Results were less satisfactory in 
patients who underwent double valvotomy for com- 
bined aortic and mitral stenosis, but the results 
after this operation seemed to be better in these 
patients than in those with isolated aortic stenosis. 
The latter condition was frequently congenital. The 
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postoperative death rate in these patients frequently 
reached 28%. For this reason operation is indicated 
only for circulatory insufficiency of vital organs 
(syncope and stenocardia). Uncomplicated pul- 
monary stenosis is rare. It is usually associated with 
other defects. The most frequent combination of 
defects are the tetralogy of Fallot. The death rate 
for this operation ranged between 7 and 15%, and 
many late deaths also occurred. 


Portal Hypertension.—At the same meeting, Dr. H. 
Kalk of Kassel said that portal hypertension de- 
velops as the result of a circulatory obstruction in 
the region of the vascular systems of the liver, and, 
depending on the location of the obstruction, it is 
possible to differentiate between posthepatic, intra- 
hepatic, and prehepatic blockage. Partial obstruc- 
tion may result from thrombosis of the splenic vein. 
The pressure increase in these various forms of 
blockage may reach 800 mm. of water (normal 
range 50 to 200 mm.). This enormous pressure is 
to be explained by the entrance of arterial pres- 
sure by way of open anastomoses within the liver. 
The findings include meteorism, the formation of 
anastomoses and varices in the region of the ab- 
dominal wall and cardia ventriculi, and splenome- 
galy. Ascites develops in about 36% of these 
patients. The chief dangers of porta! hypertension 
consist in the increasing protein deficiency as the 
result of the repeated tapping to remove the ascitic 
fluid and particularly the blood loss from the eso- 
phageal varices. The bleeding from the varices is 
the chief indication for a shunt operation which, 
however, should be carried out only if (1) one 
knows the exact cause of the disorder, ( one 
knows of the location of the obstruction, and (3) 
the general condition of the patient and particularly 
that of his liver is such that survival is to be ex- 
pected. Therefore patients in whom the serum pro- 
tein level is less than 3 mg. per 100 cc. and the 
serum bilirubin level is more than 3 mg. per 100 cc. 
should not be operated on. Ascites alone does not 
constitute an indication for surgical treatment. With 
cautious evaluation of suitability for operation, 
shunt operations have a death rate of about 15%. 
Dr. K. Herlyn, of Gottingen pointed out that (1 
Talma’s omentopexy has been practically aban- 
doned, (2) operations on the esophagus and the 
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spleen include ligation of the esophageal varices 
aimed at preventing congestive stasis of blood in 
the varices, (3) extirpation of the spleen is advis- 
able only in the presence of thrombosis of the 
splenic vein and is attended by a relatively high 
death rate, and (4) shunt operations involve shunt- 
ing of the blood of the portal vein into the vena 
cava either through a portacaval or a splenorenal 
anastomosis. Another method is the ligation of the 
hepatic artery which, however, has proved danger- 
ous and relatively ineffective. Since the death rate 
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of shunt operations is high, they are indicated only 
in patients with profuse hemorrhages from eso- 
phageal varices. Cessation of varicose bleeding is 
the most important criterion for the success of the 
operation. 


Skin Cancer.—At the same meeting Dr. S. Tap- 
peiner of Vienna said that skin cancer is the most 
frequent type of cancer in men, and in women it 
is third as regards frequency. Predisposing causes 
include chronic irritation, actinic and ionizing rays, 
and irritants that reach the skin by way of the 
blood stream, such as arsenic. Precancerous changes 
are especially frequent after contact with arsenic 
compounds. In regions with intensive solar radia- 
tions, carcinoma of the skin is four times as frequent 
as in other countries. Estrogens also have a can- 
cerogenic effect and for this reason hormones 
should never be given without definite indications. 
The prophylaxis of skin cancer consists in the treat- 
ment of senile keratoses, keratoses induced by arse- 
nic compounds, cornua cutanea, and leukoplakias. 


Varicose Ulcer.—At the same meeting Dr. H. Rotter 
of Salzburg stated that the equilibrium between 
the inflow and outflow of the blood is impaired in 
varicose ulcers. The excess of fluid acts as a foreign 
body. It becomes encapsulated by connective tissue 
and in this way the palpable infiltrations char- 
acteristic of this lesion develop. As long as the deep 
veins still function, no infiltrations or ulcers develop, 
even if the veins are severely varicosed. The harder 
these infiltrations become the greater is the re- 
sistance to healing and the more readily a relapse 
occurs after the ulcer is closed. Complete healing 
is possible only after removal of these infiltrations. 
In order to achieve this, a foam rubber cushion is 
applied as a pressure bandage. This cushion acts as 
a buttress or a supporting wall between the leg and 
the bandage and mechanically leads to gradual dis- 
solution of the infiltrations. The advantage of this 
treatment is that it permits the patient to be am- 
bulatory. 


Cancer of the Larynx.—At the same meeting. Dr. 
H. Bliimlein of Erlangen said that carcinoma of the 
larynx has increased in recent years and that it is 
found almost exclusively in men. He believed that 
endogenous noxae could be excluded as causes, 
since a biological change that is found only in men 
can be excluded in the age group affected. Possible 
causes include such air pollutants as gaseous in- 
dustrial wastes, products of tarring processes, and 
the exhaust gases of motor vehicles. It is believed. 
however, that these are secondary to the action of 
inhaled tobacco smoke. Dr. Riccabona of Vienna 
said that the decision whether to excise or irradiate 
a laryngeal cancer must be based on the conditions 
in each individual patient. In case of recurrence, 
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excision not irradiation is advisable. When irradia- 
tion is used the normal dose should not be exceeded 
because this is rarely effective and, should excision 
become necessary later, it would make the oper- 
ation much more difficult. Whereas formerly ir- 
radiation was generally preferred for older persons, 
the trend is now toward excision because the short 
time involved in operation is better tolerated by 
elderly persons than is the long period involved in 
irradiation. Excision is preferred also in the pres- 
ence of pulmonary tuberculosis, because during ir- 
radiation exacerbation of the tuberculosis may 
occur, Dr. L. Hérbst and E. Ruckensteiner of Inns- 
bruck reported that after surgical removal of one 
wing of the thyroid cartilage in patients with laryn- 
geal cancer they apply 10,000 to 20,000 r in divided 
doses in the course of two weeks. The removal of 
the thyroid cartilage does not damage the respira- 
tory passages. This treatment was used in 48 pa- 
tients of whom 37 were cured. 


The Steinhof Mental Hospital.—At the meeting of 
the society of physicians in Vienna on Jan. 10, Dr. 
H. Hoff said that when Steinhof was completed in 
1907 it had 5,200 beds and was the largest and 
most up-to-date institution for the insane in Eu- 
rope, but the increase in population and the re- 
peated use of some of the pavilions for other pur- 
poses gave rise to constant overcrowding. Now by 
virtue of insulin therapy and electric shock therapy 
many mental patients can be discharged, and this 
has given some relief. Modern psychiatric treat- 
ment aims at remissions or at least at readjustment 
of the patient to social life. The use of physical 
restraint is rapidly disappearing. The average dura- 
tion of hospitalization of the mental patients in 
Steinhof has been shortened from 170 to 119 days. 
Dr. E. Novak and co-workers reported that there 
has been a marked reduction in the number of 
patients with progressive paralytic and epileptic 
diseases. The increase in longevity in the popula- 
tion and the higher standards of living which pro- 
mote alcoholism have resulted in an increased 
number of patients with senile and alcoholic psy- 
choses. 


Idiocy.—At the same meeting Drs. H. Gross and 
E. Kaltenbiack reported on a series of 546 patients 
with extreme mental deficiency which was either 
congenital or acquired in the first three years of 
life. The largest group, consisting of those with 
sequelae of cerebral circulatory defects, mostly of 
perinatal origin, included 103 patients; 86 were 
idiots with negative findings (oligoencephalia); 82 
had disturbances of cerebral development; 65 were 
mongolian idiots; 45 had idiopathic epilepsy; 34 
had had infantile encephalititis and meningitis; 11 
had thyrogenous idiocy; and 9 had disturbances of 
cerebral metabolism. 
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Modern Treatment of the Insane.—At the same 
meeting Dr. K. H. Boysen and co-workers reported 
on the treatment used in 1957 for the institutional- 
ized insane. Insulin shock therapy cured 25% and 
brought about social remission in 59%. An average 
of 43 such treatments were given to those getting 
this therapy. Coma usually lasted about 41 hours. 
Electric shock therapy is the treatment of choice 
in patients with threatening catatonia. Pyretother- 
apy was used in patients with refractory chronic 
schizophrenia. Chlorpromazine was given to 150 
patients with all forms of schizophrenia. Of these, 
96 were cured and or became socially well ad- 
justed. Chlorpromazine was given in rapidly in- 
creasing doses up to 500 mg. per day, starting with 
injections and switching to suppositories and 
tablets. The maintenance dosage of eight tablets 
(200 mg.) was given for two or three months. 


FRANCE 


Mammary Cancer.—Bernard and Mathe (Bulletin 
de T'Association francaise pour Tetude du cancer) 
stated that in patients with mammary cancer can- 
cerous cells are more numerous in the iliac than 
in the sternal marrow. These cells are dystrophic 
and present nuclear and cytoplasmic anomalies. 
They are more easily detected when they are piled 
up and less easily identified when they are alone. 
Indirectly syndromes of medullar fibrosis are found 
in the blood and the marrow. Marrow punctures 
appear to be anemic and may sometimes be white. 


Nicotine Poisoning.—R. Lecocq (La Vie Medicale, 
June, 1957) said that patients with chronic nico- 
tine poisoning show a latent polyneuritis and a 
chronic acidosis. Nicotine in the body produces a 
carboxyhemoglobinemia and destroys vitamin C. 
The author advises impregnating the buccal and 
laryngeal mucosa with a solution of silver protein- 
ate (1% silver) to provoke disgust with smoking. 
To patients with acute nicotine poisoning he gives 
an intravenous injection of a glucose extract of to- 
bacco or a solution of nicotine neutralized with as- 
corbic acid. For this treatment, the patient must 
go to the hospital. The results have been excellent. 


Heparin for Tuberculous Patients.—Weil and Ne- 
horai (La Therapie, vol. 3, 1957) have treated 300 
tuberculous patients with heparin without observ- 
ing any exacerbation of the disease or any hormo- 
nal imbalance. If caseous tubercles are present, they 
inject 1 to 2 ml. of heparin locally. The patient may 
recover within four or five weeks. They also give 
a dose of 50 to 100 mg. of heparin intravenously 
every day along with suitable antibiotics. No com- 
plications have occurred. They believe that heparin 
destroys the tubercle bacillus and facilitates the 
action of antibiotics. 
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Alcoholic Cirrhosis.—Cachin and co-workers (Ar- 
chives des maladies de l'appareil digestif, June, 
1957) treated 50 patients with alcoholic cirrhosis 
with 20 to 50 mg. of deltacortisone daily for 20 to 
90 days. Of these, 31 had mild ascites; 14, severe 
ascites; and 5, no ascites. Other treatment was 
eliminated or reduced to a minimum. The patients 
noted a marked general improvement. In 24, good 
diuresis was obtained and in 25 the ascites and 
edema disappeared; 22 of the patients with ascites 
were able to leave the hospital. Of the 14 with 
severe ascites, § died. 


Herpes Zoster.—Vegas and Vegas ( Annales de der- 
matologie et de syphilographie, August, 1957 
gave 20 to 60 mg. of emetine hydrochloride sub- 
cutaneously every day for a maximum of five days 
to 31 patients with herpes zoster. In 30 of these 
the treatment was successful. The progress of the 
disease was checked after the first or second in- 
jection, and the pain disappeared in 12 to 72 hours. 


Operation for Male Sterility.—In the Entretiens de 
Bichat held in October, H. Bayle reported the re- 
sults of operation in 184 sterile men. In 40 a latero- 
lateral epididymodeferential anastomosis was im- 
possible. Since the operation, 31 couples have had 
46 children. Epididymal puncture or deferentog- 
raphy should not be performed. The author per- 


formed a second operation on some in whom the 
first had failed, and in seven of these success was 
achieved. 


PERU 


Occupational Health.—The first seminar on occu- 
pational health, organized by the Institute of Oc- 
cupational Health of the Ministry of Public Health 
and Social Welfare, under the auspices of the Office 
of International Cooperation of the United States 
and the Pan-American Sanitary Office, was held in 
Lima in January. In the reorganization of the Min- 
istry of Public Health in June, 1957, the Depart- 
ment of Industrial Hygiene was renamed Institute 
of Occupational Health. Dr. Ramon Vallenas, Di- 
rector of the Institute, said that thus far its prin- 
cipal activities are (1) to evaluate the occupational 
health problem, (2) to furnish technical consulta- 
tion, (3) to make medicolegal examinations, and 
(4) to train professional and technical personnel. 
Although at first the institute directed most of its 
attention to mining industries, it now looks into all 
types of industrial work. Dr. M. Espinoza, stated 
that the occupational health problem comprises 
two phases: an examination of the worker and an 
examination of his environment at work and at 
home. In a series of 9,466 workers, mostly miners, 
the most important abnormal findings were caries 
in 49.5%, pyorrhea in 27%, conjunctivitis in 21.5%, 
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pterygium in 20.3%, myopia in 14.3%, endemic 
goiter in 4.3%, deviation of the nasal septum in 
3.1%, and miscellaneous in 8%. Disorders of the 
digestive tract and genital organs were rare. Roent- 
genograms of the chest in a group of 14,634 miners 
revealed silicosis in 4.8%. Tuberculosis was present 
in 0.9%. 

C. Maher, an engineer, presented statistics to 
show that when there are less than 4 million dust 
particles per cubic foot of air silicosis will not de- 
velop. The incidence of silicosis increases with an 
increase in the concentration of dust particles above 
this level and with the duration of exposure. Be- 
tween January and June, 1952, Dr. J. Ferrandiz 
studied the occupational risks in 396 industrial cen- 
ters and found that 47,757 of the 66,372 workers 
involved were exposed to potential risks; 24.2% 
were exposed to organic dusts, 24.4% to metals 
other than lead, 20% to silex dust, 17.1% to sub- 
stances known to produce dermatitis, 14.4% to lead 
and its compounds, 15.2% to organic solvents, and 
7.8% to sudden temperature changes or very loud 
noises. Little effort was made to control these haz- 
ards. The commonest means of control consisted 
in protective clothes (rubber boots and gloves). 

The Institute of Occupational Health has thus far 
chiefly studied occupational diseases in miners. 
Pneumoconiosis was by far the principal health 
problem among these people. Dr. Ferrandiz found 
silicosis in 5.3% of a series of 17,401 workers in 37 
mining centers. The average time spent in the mines 
by these victims was 10.7 years. The average time 
spent in the mines by those without silicosis was 
5.5 years. On the other hand, no cases of silicosis 
were found in laborers in a cement factory. Of the 
1,468 workers in a foundry, 9.4% were found to 
have chronic lead poisoning and 16.8% to have an 
abnormally high lead absorption, the minimal dura- 
tion of exposure in both groups being 30 days. 
Chronic lead poisoning was also found in 40.2% of 
the workers in five storage battery factories. About 
6% of the workers in glass factories were found to 
have severe pulmonary fibrosis; 6.5% of those in 
dye factories, on the other hand, had contact der- 
matitis, as did 5% of the workers in tanneries. 

Dr. O. A. Sander of the United States said that 
in his country the annual number of new cases of 
silicosis has decreased markedly in recent years as 
a result of the increasing attention given to dust 
control, particularly in foundries. He warned-that 
siderosis may be mistaken for silicosis, especially 
by inexperienced physicians. The diagnosis is based 
on history, roentgenograms of the chest, and labora- 
tory findings. In the roentgenogram, a fine discrete 
stippling throughout both lungs is usually seen in 
siderosis, the hilar shadows appearing normal; 
whereas in silicosis the nodules are larger, vary in 
size, and are unevenly distributed, the hilar shad- 
ows being particularly increased in size and den- 
sity because of the existence of enlarged, fibrotic, 
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silicotic lymph nodes. Silicosis associated with sider- 
osis may give radiologic findings indistinguishable 
from those seen in pure silicosis. Siderosis does not 
produce incapacity for work and does not increase 
the susceptibility to tuberculosis. Patients with 
silicosis, however, may eventually be forced to 
look for another type of work. Although silicosis 
predisposes the patient to tuberculosis, whether 
this disease develops or not depends on the prev- 
alence of tuberculosis in the region where the 
worker lives. 

Dr. J. Zarate Polo stated that along the Peruvian 
coast 406 cases of poisoning by pesticides were re- 
ported from 1952 to 1957. The actual number was 
probably much greater, as many cases were not 
reported or were misdiagnosed. Of the 406 cases, 
35 patients or 8.6% died. Insecticides containing 
phosphorus accounted for the largest number—172 
or 42.4%; those containing arsenic, for 46 or 11.3%; 
those containing chlorine alone or with phosphorus, 
for 37 or 9.1%; those containing miscellaneous 
poisons, for 100 or 24.7%; and in 51 cases, or 12.5%, 
the type of insecticide could not be determined. 

Dr. C. A. Carlin inspected the environmental 
conditions in 22 mines and examined 11,684 work- 
men. Grouping the mines according to the content 
of free silica in the air, it was found that in those 
where this accounted for less than 5% of the dust 
particles present with an average of 6,900,000 dust 
particles per cubic foot of air, the incidence of 
silicosis was 0.26% for subjects exposed to the en- 
vironment five years or less. This percentage rose 
to 3.09% in those exposed for 5 to 14.9 years. In 
mines where the proportion of free silica ranged 
between 5 and 49.9%, the incidence of silicosis was 
1.16, 8.16, and 14.40%, respectively, for those ex- 
posed for less than 5 years, 5 to 14.9 years, and 15 
years or more respectively. In mines where the con- 
centration of silica was 50% or greater, the average 
concentration of dust particles per cubic foot of air 
being 4,800,000, the incidence of silicosis was 3.07, 
4.83, and 7.69%, respectively, for groups with the 
exposures listed. On the other hand, grouping the 
mines according to the dust concentration in mil- 
lions of particles per cubic foot of air, it was shown 
that in those where such a concentration was less 
than 5 million particles the incidence of silicosis 
was 9.30, 6.15, and 12.97%, respectively, for the 
three groups. If the concentration of dust was be- 
tween 5,000,000 and 19,900,000 particles, the in- 
cidence was 1.83%, 9.82%, and 15.49%, respectively, 
and if the dust concentration was greater than 20 
million particles, the incidence was 3.50, 5.03, and 
10.17% respectively. Of 7,212 workers examined 
whose exposure ranged from 0 to 4 years, 94 or 1.3% 
were found to be affected with silicosis. Dr. J. G. 
Gonzalez said that pneumoconiosis is a general 
term indicating retention of dust by the lungs, but 
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not implying pulmonary disease. The pneumo- 
conioses may therefore be divided into benign and 
incapacitating. The first group includes siderosis, 
stannosis, anthracosis, and baritosis; the second in- 
cludes asbestosis and silicosis. 


Physicians and Bureaucracy.—A recently enacted 
law prohibits receiving two or more paychecks 
from the state with the exception of those derived 
from teaching. This has caused serious trouble in 
the Peruvian Medical Federation. The decree, made 
principally to prevent the monopoly of state posts 
and to secure a better distribution of the bureau- 
cratic positions, will compel many physicians hav- 
ing several public appointments to retain but one 
of them. This act is being resisted by most of the 
affected physicians. Nevertheless many of them, 
especially the younger ones, favor the law as it 
will enable more of them to obtain government 
jobs. Recently graduated physicians were confront- 
ed with a shortage of positions. It is proposed that 
an exception be made and that one or more part- 
time positions be permitted unless there is an in- 
compatibility in the hours of work. 


UNITED KINGDOM 


Dust from Cement Works.—The concentration of 
cement works along the Thames is the biggest in 
the country. There are frequent complaints from 
the local inhabitants about the gray dust that per- 
vades the area and is believed to emanate mainly 
from the chimneys of the cement works. Dr. J. H. 
Hudson (M. Officer 98:351, 1957) investigated the 
possible health hazards and was unable to find any 
direct evidence of harm to human health. He even 
suggested that the dust may in some respects be 
beneficial. In this area, cement is made from chalk 
and clay, and since 1945 the manufacturers have 
spent 2.8 million dollars on dust control. Apparently, 
however, even the best of these is only 98% effec- 
tive. Dr. Hudson’s most interesting finding is that 
the incidence of lung cancer in the cement districts 
is markedly lower than that of Greater London, 
their close neighbor. Thus, the standardized mor- 
tality ratio for these districts is only 93, compared 
with 132 for Greater London. Furthermore, in spite 
of the fact that the cement districts have a popula- 
tion of 150,000, their death rate from respiratory 
diseases is that of a population of 50,000, although 
so far as this country is concerned, death rates from 
respiratory diseases tend to increase with the de- 
gree of urbanization. 

Mass x-ray records of population in cement dis- 
tricts show no greater evidence of respiratory dis- 
ease than is to be expected in an industrial district. 
A comparison of the incidence of catarrhal infec- 
tions, including bronchitis, in 232 pupils at a school 
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near the cement works, with a similar number at- 
tending schools four miles away, showed no ap- 
preciable difference. Dr. Hudson points out that in 
industrial towns it is the combination of the sulfur 
dioxide with the complex contents of smoke parti- 
cles that damages lung tissues. At the Central Lon- 
don power station, sulfur dioxide is removed from 
the flue gases by chalk and lime. Dr. Hudson be- 
lieves that in the cement districts the chalk and 
lime suspended in the air may neutralize the acid 
oxides of sulfur and thereby prevent their harmful 
effects. 


Cerebral Palsy.—A survey of cerebral palsy among 
children in the county of London, by Murdoch Mc- 
Gregor and co-workers (M. Officer 98:367, 1957 ), 
revealed an incidence of 1.18 per 1,000 among chil- 
dren aged 5 to 14, and of 1.04 among those aged 
0 to 14. Of the 722 children with palsy aged 0 to 
16, 483 had spastic paralysis, 58 athetosis, 46 ataxia 
and 78 had two or more types of handicap. About 
33% of the children (243 of 722) had no handicap 
other than limb involvement, another 33% had one 
additional handicap, and the remainder had more 
than one handicap. Whereas 40% of those with 
spastic paralysis had no handicap other than limb 
involvement, only 21% of those with athetosis and 
22% of those with ataxia were free from additional 
handicaps. The other most common defects were 
speech defects in 261, ineducability in 193, and 
epilepsy in 109 patients. Only about 5% (35 pa- 
tients) were reported as having hearing defects. 
Birth weights were available for 518 of the children; 
of these children, 179 (34.6%) weighed 5'2 lb. or 
less at birth, compared with 7% for all births. Ex- 
amination of the educational attainment of the 
children receiving education suggested that the chil- 
dren with cerebral palsy were not rising to the 
level made possible by their intellectual ability. No 
insurmountable difficulty arose in finding employ- 
ment for most of these children when they left 
school. 


Food Poisoning due to Zinc.—Eight outbreaks of 
food poisoning due to zinc occurred in England and 
Wales in the 15-year period, 1942 to 1956. An analy- 
sis of these (Monthly Bull. Ministry of Health 16: 
241, 1957) reveals that in all cases in which it was 
accurately determined, the interval from ingestion 
to onset of symptoms ranged from within 10 min- 
utes to within 3 hours. The symptoms were mainly 
vomiting, with or without nausea, and recovery was 
rapid. Four of the outbreaks were associated with 
stewed apple rings, two with bilberry juice, one 
with rhubarb tart, and one with mashed potatoes. 
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Mashed potatoes were described as an unexpected 
vehicle in zinc food poisoning, and the amount of 
zinc in the potatoes examined was low—only 31 
ppm, but the association was definite, and the con- 
clusion reached was that the sample examined was 
not representative of the potatoes eaten. The source 
of the zinc in all seven outbreaks, for which infor- 
mation was available, was the galvanized container 
in which the food had been soaked, cooked, or 
stored after it was cooked. The amount of zinc 
found in the food ranged from 31 to 5,000 ppm, but 
was mainly between 200 and 1,500. Although some 
contend that so-called zinc poisoning is due to lead, 
since lead is present in most zinc coatings, in one 
of the outbreaks no lead, copper, or arsenic was 
detected and in another no lead, copper or cad- 
mium was detected. In these two, at least, lead was 
not the cause of the symptoms; and though the 
records of the other outbreaks do not specifically 
state that other metals were not found it is known 
that they were looked for in some and possibly in all. 


Disciplinary Action.—In 1956, recommendations 
were reported by executive committees to the Min- 
ister of Health in 1,384 cases involving allegations 
that physicians, dentists, pharmacists, or opticians 
had failed to comply with their terms of service. 
This was 96 less than in 1955. As a result of these 
recommendations, one physician resigned from the 
health service, and money was withheld from 45 
physicians, 67 dentists, 188 pharmacists, and 9 op- 
ticians. Warning letters were sent to 352 physicians, 
other action was taken in 126 cases, and no action 


in 604 cases. 


Artificial Insemination is Not Adultery.—Artificial 
insemination from a donor is not adultery as the law 
of Scotland now stands, according to a judgment 
given in Edinburgh. The case was one in which the 
husband sued tor divorce on the grounds that his 
wife, now resident in New York, had a child as the 
result of artificial insemination through a donor, 
without the agreement, or indeed the knowledge, of 
her husband. The judge said that there were grave 
moral, ethical, social, and personal considerations 
involved in the practice of artificial insemination in 
its various forms, but that the question to be de- 
termined was not the moral culpability of such an 
act, but whether it constituted adultery in its legal 
meaning. The idea that adultery might ‘Se com- 
mitted by a woman alone in the privacy of her bed- 
room, aided and abetted only by a syringe, is one 
with which the earlier jurist had no occasion to 
wrestle. Certainly, this form of perpetuation of the 
species does not conform to the common conception 
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of adultery. Having studied all the available evi- 
dence, the judge concluded that artificial insemina- 
tion did not come within the definition of sexual 
intercourse as commonly understood. 


Death After Self-Injection.—The death of a physician 
aged 36, after he had injected himself with penicil- 
lin, was the subject of an inquest at Wakefield 
(Brit. M. J., Dec. 7). The pathologist found that 
the cause of death was anaphylactic shock. He ob- 
served signs of early acute bronchitis, and it was 
possible that the physician had taken penicillin for 
that condition, a normal thing for a medical man to 
do. An empty vial found in his room had contained 
penicillin, and there was a hypodermic mark on 
his thigh. The doctor’s landlady hearing his call for 
help had summoned another doctor who on his 
arrival found that the patient was unconscious. He 
died in spite of efforts to revive him. 


Poliomyelitis Vaccine.—Two extensions to Glaxo 
Laboratories’ poliomyelitis vaccine production ‘unit 
were opened in November. With the extra capacity 
the:company hopes to raise its production of polio- 
myelitis vaccine by 50% by early summer. The ex- 
tensions consist of a 10,000 sq. ft. satety-testing 
suite and a second animal house. The larger of the 
two buildings is being used for preparation of the 
synthetic medium on which the tissue cultures are 
propagated, preparation and maintenance of the 
monkey-kidney tissue cultures, and safety-testing 
of both the single-strain vaccine pools and the final 
trivalent vaccine. The new animal house is de- 
signed for safety-testing the vaccine in vivo under 
sterile conditions. The space in the main production 
laboratories gained by this new scheme will be 
used for increasing the output of the vaccine pools. 


Antithyroid Activity of New Sedative.—A new sed- 
ative, N-phthalyl glutamic acid imide, is being ex- 
tensively used in Europe as a sedative and hyp- 
notic. It was synthesized in Germany in a search 
for a drug combining the advantages of the bar- 
biturates without their undesirable side-effects. 
Claims have been made that the drug is virtually 
nontoxic and that no ill-effects have followed its 
prolonged administration to animals. Murdoch and 
Campbell (Brit. M. J. 1:84, 1958) found that it has 
an antithyroid action in man. This was ascertained 
by using I'*', in the following way: when thyroid 
activity, measured by a radioactive counting tech- 
nique, was determined after administration of I'*’ 
and the results plotted against the square root of 
time, a linear graph was obtained over the first 10 
hours. This standard graph was compared with one 
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obtained after the new drug was given in doses of 
50 to 400 mg. to euthyroid subjects. The results 
showed that in doses of 200 mg. or more the drug 
had definite antithyroid activity. It should there- 
fore not be used for long-term sedation or hypnotic 
therapy, pending the results of a more detailed 
study. Its mode of action on the thyroid is un- 
known. 


Transmission of Staphylococcus.—Hare and Ridley 
(Brit. M. J. 1:69, 1958, examined the skin and 
clothing and nasal carriers of Staphylococcus pyo- 
genes var. aureus and showed that about 60% of 
the carriers have enough organisms on certain 
areas, particularly their hands and clothing of the 
anterior part of the body, to enable them to trans- 
mit these organisms to other persons with whom 
they come into direct physical contact. Transfer 
also occurs by means of such objects as blankets 
or towels that the carrier has handled, or by dis- 
persal from the contaminated objects into the air 
during movement or shaking. Although with most 
of the carriers staphylococci were found in the 
nose, the number of organisms on nasal swabs gave 
little indication of the extent of skin and clothing 
contamination or of the ability to disperse organ- 
isms. Evidence was obtained that some apparently 
normal persons may harbor Staph. aureus on the 
skin of the perineum, and yet have none in the 
nose, or, if they have, they may be of a different 
phage pattern. It is thus evident that it is no longer 
justifiable to assume that only nasal carriers need 
to be considered when tracing the source of infec- 
tion in hospital epidemics. 

Cook and co-workers ( Brit. M. J. 1:76, 1958) in- 
vestigated the usual routes of spread of Staph. 
aureus in the newborn in nurseries. Of the 53 ba- 
bies examined, all were found to be nasal carriers 
by the 10th day of life. The majority also carried 
staphylococci in their stools. Examination of bed- 
ding showed that this was not the immediate 
source of infection, and the provision of nursing 
staff with gowns and hand cream containing the 
antiseptic, chlorohexidine, made little difference to 
the extent of infection in the infants, but the ap- 
plication to the navel of a triple dye (brilliant 
green, 2.29 Gm.; proflavine hemisulfate, 1.14 Gm.; 
and crystal violet, 2.29 Gm. in 1,000 ml. of water ) 
and the provision of individual gowns for each 
baby did reduce the nasal transmission rate on the 
12th day by 25 to 30%. This suggested that the um- 
bilical cord is a breeding ground for staphylococci. 
The authors believed that about 75% of the babies 
acquired their staphylococci from sources other 
than their attendants. 
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CORRESPONDENCE 


ARTIFICIAL ORGANS 


To the Editor:—In view of the recent creation of 
the Society for Artificial Organs, I believe the en- 
closed photograph of an early 19th century anony- 
mous caricature taken from E. Fuch’s “Die Frau 


in der Karikatur” (Munich, Germany, Albert Lan- 
gen, 1906) should prove interesting. The artificial 
buttocks, especially, are new to me. 


Roy J. Popkin, M.D. 
6423 Wilshire Blvd. 
Los Angeles 48. 


CHANCE 


To the Editor:—In the Correspondence section of 
THE JournaL on Nov. 30, 1957, page 1739, ap- 
peared a letter from Dr. Ernest B. Zeisler of Chi- 
cago in which he offered criticism of my paper on 
“Treatment of Chronic Schizophrenia” which ap- 
peared in THE JOURNAL on Sept. 28, 1957. He 
noted that the fourfold table was not included in 
the paper, disagreed with my statement about the 


relationship of p values and establishment of a 
hypothesis, and quotes an example from a game of 
bridge to elucidate the problem for nonmathemati- 
cal readers. 

I must agree that my statement “a p value of 
less than 0.05 is adequate to establish a hypothesis” 
is incorrect. However, Dr. Zeisler’s further com- 
ment that the p value cannot measure the proba- 
bility that a hypothesis is correct and his dis- 
cussion of the relationship of the p value and 
chi-square is erroneous. In my paper, the p value 
of 0.0003 means that 3 times out of 10,000 times 
it is possible by chance alone that the observed 
improvement found with azacyclonol can differ as 
much from the observed improvement seen after 
the placebo. Since three times out of 10,000 is ex- 
ceedingly rare, chances are that the observed dif- 
ference is due not to chance but to the therapeutic 
effects of azacyclonol. 

The fourfold table used in the analysis is as 


follows: 
Improved Not Improved Total 


Azacyclonol 61 110 171 
Placebo 28 143 17] 
Totals 89 253 342 


The above table combines the patients of group | 
and group II. For analysis of groups I and II sep- 
arately, the fourfold tables would be as follows: 


Group I 
Improved Not Improved Total 


Azacyclonol 37 48 85 
Placebo 15 70 85 
Totals 52 ‘118 170 


Chi—square=8.5 and p=less than 0.01 and more 
than 0.001. 


Group Il 
Improved Not Improved Total 


Azacyclonol 24 62 86 
Placebo 13 73 86 
Totals 37 135 172 


Chi—square=3.4 and p=less than 0.1 and more 
than 0.05. 
As to be expected, by analyzing the smaller groups 
the p value will increase, but the trend is the same 
in both groups. 
THEODORE M. OpLAnp, M.D. 


Henry Avenue and Abbottsford Road 
Philadelphia 19. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Malpractice: Injury to Recurrent Laryngeal Nerve: 
Res Ipsa Loquitur.—The plaintiff filed suit for dam- 
ages resulting from the alleged negligence of the 
defendant surgeon in the performance of a thy- 
roidectomy. From a judgment of nonsuit in favor 
of the defendant, the plaintiff appealed to the dis- 
trict court of appeals, second district, division 2. 
California. 

During an examination, the defendant noticed 
a nodule on the plaintiff's neck. It was his opinion 
that this was a premalignant lesion and that it was 
a serious condition. He advised surgery. Accord- 
ingly, the plaintiff entered the hospital on Sept. 30, 
1952, for a thyroidectomy. She was examined by a 
medical student, who made notations on her hos- 
pital record concerning her physical examination 
and case history. The defendant testified, however, 
that he did not rely on this record in performing 
the operation. Before the operation, at the request 
of the defendant, Dr. Pies visited the plaintiff and 
examined her vocal cords. He found them to be 
normal in appearance and mobility. After the op- 
eration, the plaintiff's left vocal cord became totally 
paralyzed. 

The plaintiff claimed negligence on the part of 
the defendant upon two theories: 1. He was negli- 
gent in his diagnosis that the plaintiff needed the 
operation. 2. He was negligent in the performing 
of the operation. The court said that there was in- 
sufficient evidence to support the plaintiff's first 
theory. 

In support of the second theory, the plaintiff 
introduced extensive evidence tending to show 
that the defendant might have severed the recur- 
rent laryngeal nerve during the operation. Since all 
the experts were of the opinion that this nerve 
should not be severed during the type of operation 
performed, said the court, a severance of that 
nerve would indicate that the doctor failed to ex- 
ercise reasonable care in performing the operation. 
In an appeal from a judgment of nonsuit, however, 
said the court, all doubtful questions must be re- 
solved in favor of the plaintiff. Therefore, if there 
was sufficient evidence indicating that the defend- 
ant did sever the nerve, then the case should have 
been allowed to go to the jury. 

One of the plaintiff's experts was of the opinion 
that “there was undoubtedly some connection be- 
tween the surgery and . . . the paralysis of the 
vocal cord.” Another was of the opinion that the re- 
current laryngeal nerve had been “severed or cut 
in half” in surgery. Both of these doctors had first 
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examined the plaintiff many months after the op- 
eration and found a total impairment of the left 
vocal cord at that time, and both agreed that sever- 
ance of the recurrent laryngeal nerve would produce 
immediate paralysis of the vocal cord, so that even 
partial movement of the cord after the operation 
would be inconsistent with a finding that the nerve 
had been severed. Dr. Pies, the plaintiff's own wit- 
ness, testified that he had examined the plaintiff 
two days after the operation and that he found on- 
ly a partial impairment of the cord at that time. 
The plaintiff denied seeing him until more than a 
month after the operation, however. Since all 
doubtful questions must be resolved in favor of the 
plaintiff, said the court, this conflict must be dis- 
regarded. The court also noted that the defendant 
had told the plaintiff after the operation that he 
was “sorry that it happened, he may have cut a 
nerve, because the nerves are very little. When 
you start to do anything it may happen in a thing 
like that.” On the basis of all this evidence, the 
court of appeals was of the opinion that the case 
should have been submitted to the jury. The court 
also held that the case should have been sub- 
mitted to jury with appropriate instructions show- 
ing the applicability of the doctrine of res ipsa 
loquitur. 

Among other things, the plaintiff had also con- 
tended that Doctor Pies was an agent or employee 
of the defendant and that the plaintiff should have 
been permitted to examine that witness “as if under 
cross-examination.” The court pointed out that Dr. 
Pies was called in by the defendant to examine 
the plaintiff before the operation. The record dis- 
closes no connection whatsoever between Dr. Pies 
and the hospital, so he was clearly not the agent or 
employee of the hospital. Nor does he appear to 
have been an agent or employee of the defendant. 
The fact that he was called in by the defendant 
and the fact that he and the defendant referred 
many cases to each other do not in themselves 
establish an agency or employee relationship. It 
does not appear that the defendant compensated 
Dr. Pies for his services. Dr. Pies was not subject 
to the defendant’s contro] during the examination 
he made of the plaintiff nor did he say or do any- 
thing that would permit the plaintiff to assume that 
he was the agent or employee of the defendant. 
The relationship between one physician and anoth- 
er who is called in on a case by the former is 
typically that of independent contractor. 

The judgment in favor of the defendant physi- 
cian was reversed and the case remanded for a new 
trial. Mayers v. Litow, 316 P(2) 351 (California, 
1957). 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films, a regular feature in THE JOURNAL, consist of an intro- 
duction by the author followed by a pictorial digest of actual frame enlargements selected as 
key points of the film. 

P. Creer, Director 

Motion Pictures and Medical Television, 

Council on Scientific Assembly. 


INCOMPLETE CHOLECYSTECTOMY 
Philip Thorek, M.D., Chicago 


Incomplete gallbladder surgery usually results from poor exposure, poor anesthesia, misconception of the 
surgical anatomy, and/or an attempt to perform a cholecystectomy in the presence of a fulminating acute 
cholecystitis. The differential diagnosis of incomplete cholecystectomy includes overlooked stones in the 
cystic or common ducts, spasm of the sphincter of Oddi, subacute and chronic pancreatitis, and, oddly 
enough, esophageal hiatus hernia. Symptoms are likely to recur if a pathological gallbladder is not removed 
completely. 

The complaints of such a patient closely resemble those which were present prior to the cholecystectomy. 
That portion of the gallbladder which the surgeon may fail to remove is Hartmann’s pouch (infundibulum ). 
The latter is not to be confused with a cystic duct remnant. The human gallbladder does not have the 
ability to regenerate. One wonders if many so-called “cystic duct syndromes” or “post cholecystectomy 
syndromes’ are not in reality incomplete cholecystectomies. Amputation neuromas along the cystic duct 
seem to be a rather farfetched possibility as a cause of post cholecystectomy pain. With the advent of the 
new hyperconcentrated gallbladder dyes the roentgenographic diagnosis of incomplete cholecystectomy 
can be made easily if the clinician keeps this not uncommon possibility in mind. The diagnosis is often 
missed because the history and he pathologist's report imply that the gallbladder was removed. The writ- 
ten review of this film appeared in THe JourNAL, April 20, 1957, page 556. 


, CORRECT ANATOMY \NCORRECT ANATOMY 


Gallbladder 


Hartmanns Pouch 
(Infundibulum) 


Cystic duct 


Cystic duct 


2. This representation fails to show correct anatomic re- 
lationship between infundibulum and cystic duct. 


1. Hartmann’s pouch (infundibulum of the gallbladder) 
runs parallel to cystic duct before entering it. 


1363 
Gallbladder 


ILLUSTRATED FILM REVIEWS 


3. Cholecystoduodenal ligament, right extremity of lesser 
omentum, holds Hartmann’s pouch down towards duodenum. 


cholecysiectomy 


5. If anatomy of Hartmann’s pouch is not understood, 
pouch may be left behind in course of cholecystectomy. 


7. Long, muscle-splitting rectus incision is used, extending 
from xiphocostal angle to an inch below umbilicus. 
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Stomach 


4. Anterior to Foramen of Winslow is hepatic trinity 
(common duct, portal vein, and hepatic artery). 


6. Roentgenogram (with hyperconcentrated dye) after 
cholecystectomy reveals retained Hartmann’s pouch. 


Hartmann's pouch 
bladder remnant) 


8. Hartmann’s pouch usually appears as slight bulging 
mass enmeshed in postoperative adhesions. 
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Hartmann's Pouch 
(gallbladder remnant) 


Adhesions ) 


9. Lysis of adhesions will expose Hartmann’s pouch 


11. Blunt dissection breaks down cholecystoduodenal liga- 


ment and exposes ducts and vessels. 


Cholecysto- 
duodenal li 


13. Cystic artery should be ligated prior to clamping and 
cutting whenever possible. 
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Cholecysfo- 
duodenal lig. 
10. Upward traction on pouch and downward traction on 
duodenum reveals severed cholecystoduodenal ligament 


Cystic triangle 


ont "Hepatic duct 


12. Calot’s triangle should be exposed. It is bounded by 
cystic artery, cystic duct, and hepatic duct 


Cystic duct”) 
Common duc 


14. Cystic artery is divided between two right angle 
clamps placed above ligature. 
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15. Second ligature is placed on cystic artery. 


iCystic a.doubly 
1a gated and cut 


Common duct 


17. Cystic duct is clamped and divided above previously 
placed ligature. 


ple 


19. Hartmann’s pouch is removed from below upwards. 
Accessory ducts and veins draining into liver bed are ligated 
separately. 
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Cystic artery 
(ligated) 


Cystic venoug 
plexus 


Cystic duct } 
Common duct ; 


18. No cystic vein accompanies cystic artery, only venous 
plexus, ligated separately. 


Cystic venous 
plexus 
(ligated) ».. 


Cystic duct’ 


20. Completed operation. 


: PY 16. Cystic duct is ligated 0.25 in. from common duct. 
\ Serosa 
Cysticduct /@ \ \ 
_Ligating isolated vein 
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Pulmonary Emphysema. E. Wenk. Miinchen. med. 
Wcehnschr. 99:1851-1857 (Dec. 6) 1957 (In German) 
[Munich, Germany]. 


The author calls attention to the fact that some 
physicians have the habit of using the terminology 
of their patients, particularly with regard to 
“asthma,” applying this term to practically any 
condition accompanied by dyspnea. He found that 
of 220 patients who were hospitalized with signs 
of pulmonary emphysema, 54 had been referred 
with a diagnosis of asthma or bronchial asthma; a 
diagnosis of various types of heart lesions, includ- 
ing cardiac asthma, had been made in 67, and 
emphysema had been diagnosed in only 35 patients. 
In the remaining patients, pneumonia, bronchitis, 
influenza, and various other conditions had been 
diagnosed, and in some patients no diagnosis had 
been made. The most prominent symptoms of 
emphysema are dyspnea, cyanosis, and thoracic 
rigidity usually in the inspiratory position. Later 
there may be signs of cardiac insufficiency, which 
may lead to death. Emphysema is a disease of the 
more advanced age groups, all but 7 of the patients 
being over 40 years of age. Of a total of 230 patients 
observed over a period of 15 years, all but 33 were 
men. This total number might suggest that emphy- 
sema is relatively infrequent, but these were only 
rather severe cases in which clinical therapy proved 
necessary. In the practice of an internist, 38 patients 
(2.3%) with emphysema were observed among 
1,683 patients. The evaluation of chest roentgeno- 
grams revealed 423 patients (4.2%) with signs of 
emphysema among a total of 10,106. 

Two forms of emphysema have been differen- 
tiated: (1) the vesicular and (2) the interlobar or 
interstitial. Although allergy of the respiratory 
organs may cause reversible emphysema, processes 
involved in physical aging play a part in the ma- 
jority of patients. The fact that several cases may 
occur in a family suggests a hereditary predisposi- 
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tion. Occupational factors should therefore not be 
overemphasized, since certain occupations (glass 
blowing, stone-cutting and musical work) also run 
in families. A false respiratory technique and cer- 
tain predisposing disorders may play a part. The 
author lists important symptoms and _ laboratory 
findings, particularly hemoglobin values, blood 
sedimentation rate, eosinophil count, Takata-Ara 
reaction, electrocardiogiaphic and _ respiratory 
changes, and circumference of the chest and vital 
capacity. Autopsy was performed in 9 of the 38 
patients who died, and the reports were repetitious 
in the description of the emphysematous changes 
in the lungs. A suppurating bronchitis was men- 
tioned in some. Size and weight of the heart were 
usually increased. 


Clinical Course and Corticosteroid Excretion of 
Patients with Rheumatoid Arthritis During Long- 
Term Treatment with Corticotropin. O. Savage, 
P. Davis, L. Chapman and others. Brit. M. J. 2:1257- 
1262 (Nov. 30) 1957 [London]. 


The authors report on 49 patients with severe 
rheumatoid arthritis who were given long-term 
treatment with self-injected corticotropin (ACTH) 
and in whom regular clinical and biochemical ob- 
servations were made for at least 6 months and up 
to 2% years. Clinical suppression of rheumatoid 
arthritis was assessed by the tenderness of selected 
joints to firm pressure, by measuring the strength 
of grip with an ordinary sphygmomanometer and by 
determination of erythrocyte sedimentation rate. 
Estimation of the urinary excretion of total 17- 
hydroxycorticosteroid was done by Norymberski’s 
method weekly throughout treatment and more 
often during the initial stages; it was carried out 
from the start of the treatment in 41 patients. Six of 
the 49 patients went into remission, 35 are still 
receiving corticotropin therapy, 1 died, and the 
therapy was discontinued because of side-effects in 
6 and because of apparent resistance to cortico- 
tropin in 1. 

In each of the 41 patients suppression of activity 
of the disease as indicated by a significant diminu- 
tion of joint tenderness, increase in the strength of 
the grip, and a fall in the erythrocyte sedimentation 
rate occurred after the administration of cortico- 
tropin in a dose which proved sufficient to raise the 
urinary excretion of 17-hydroxycorticosteroid by a 
significant amount. The excretion was doubled in 
24 patients, and it was increased by more than 
50% in 17. There was not a single patient in whom 
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clinical suppression of the disease was not accom- 
panied by a significant increase in corticosteroid 
excretion. After the initial response, the dosage had 
to be adapted to the fluctuation of the activity of 
the disease or the development of an altered sensi- 
tivity to the hormone. It was not necessary to main- 
tain a high level of adrenal stimulation in order to 
obtain continued clinical improvement, and ade- 
quate clinical and biochemical response could be 
maintained for years with only minor adjustments 
of steroid dosage. The occurrence of remission was 
recognized when during a period of satisfactory 
clinical response a fall in the patient's 17-hydroxy- 
corticosteroid excretion was noted without any con- 
current relapse of the disease. The more severe 
side-effects, such as hypertension and glycosuria, 
occurred only when a high level of hydroxycorticos- 
teroid excretion had existed for some weeks, and 
they were reversible. Androgenic side-effects, par- 
ticularly acne, occurred commonly in women before 
the menopause with only slight adrenal stimulation. 
The absence of dyspepsia in the patients was im- 
pressive. A peptic ulcer occurred in only 1 patient, 
but gastric or duodenal ulcers occurred in 13 of 83 
consecutive patients who were given steroids orally 
during the past 5 years. If corticotropin was with- 
drawn, relapse of the arthritis followed, but this 
was not accompanied by the distressing general 
symptoms which attended the withdrawal of corti- 
sone and other orally administered steroids. 
Treatment of severe rheumatoid arthritis with 
self-injected corticotropin over long periods is a 
practical procedure and, when used with biochemi- 
cal estimations, has certain advantages over oral 
administration of cortisone and its newer analogues. 
Biochemical contro] during long-term treatment of 
patients with severe rheumatoid arthritis with 
corticotropin results in a more accurate and less 
dangerous dosage regimen than was formerly prac- 
ticable. Although the use of steroid therapy will 
probably not alter the basic course of the disease, 
the satisfactory suppression of the inflammatory 
element will, however, enable the patient to regain 
independence and live a normal life. 


Ardmore Disease. W. L. Wilson, C. D. Williams, 
S. L. Sanders and R. P. Warner. A. M. A. Arch. Int. 
Med. 100:943-950 (Dec.) 1957 [Chicago]. 


The authors report on the outbreak and course 
of a highly infectious epidemic disease which oc- 
curred at Ardmore Air Force Base, Okla., in the 
fall of 1955. The disease is characterized by upper 
respiratory infection, prolonged malaise, general- 
ized adenopathy, painful hepatosplenomegaly, and 
a pronounced tendency to relapse into a chronic 
smouldering illness of several months’ duration. 
The clinical course superficially resembled that of 
infectious mononucleosis or infectious hepatitis, 
with some aspects reminiscent of epidemic pleuro- 
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dynia. All of these diagnoses were considered orig- 
inally but later rejected in view of the clinical 
course of over 100 patients. The notable differen- 
tiating points were the absence of jaundice, con- 
sistently negative heterophil agglutinations, and 
the absence of atypical lymphocytes. The authors 
believe that this syndrome represents a clinical 
entity which, in sporadic form, may go unrecog- 
nized or be erroneously diagnosed as infectious 
mononucleosis or anicteric hepatitis. It is referred 
to as “Ardmore disease,” since an etiological desig- 
nation is not possible. The authors feel that this is 
a definite and distinct clinical entity in spite of the 
fact that at present there is not a specific diag- 
nostic test available. 


The Clinical Course of Acute Renal Failure: Ob- 
servations on 54 Cases. R. A. Palmer and E. W. 
Henry. Canad. M. A. J. 77:1078-1084 (Dec. 15) 
1957 [Toronto]. 


The management of 54 patients with acute renal 
failure and the importance of blood dialysis in 
selected cases was discussed earlier. This report 
summarizes observations on the clinical features of 
the disease. The renal failure was due in 53 of the 
patients to acute nephrosis (ischemic and nephro- 
toxic) and in 1 to acute glomerulonephritis. Approx- 
imately two-thirds of the cases were classified as 
ischemic nephrosis and about half of these arose 
out of obstetric complications. Approximately one- 
third of the total group are classified as nephrotoxic 
nephrosis, the main etiological factor being carbon 
tetrachloride. Acute alcoholism was an apparent 
cause in 3 of the cases. In the ischemic group, hypo- 
tensive shock appeared to be an invariable precipi- 
tating feature, being either directly observed or 
presumed from the history of onset. The most 
notable clinical feature was severe oliguria per- 
sisting for 1 or 2 weeks, occasionally longer. In 
approximately 75% of the patients, the daily urine 
output was 200 mg. or less, but in the remainder 
the daily output was somewhat greater, occasionally 
up to 600 mg. a day in the oliguric phase. The next 
characteristic feature was azotemia of progressive 
severity, with early and persistent gastrointestinal 
manifestations and usually late cerebral manifesta- 
tions. Cerebral disturbance was worse in overhy- 
drated patients. In approximately 50% of patients 
a mild hypertension with a mild or moderate tachy- 
cardia developed, and in 2 ventricular tachycardia 
developed. 

Overhydration was probably present in all cases, 
but often it did not become manifest until restora- 
tion of the dry state in the phase of diuresis. Fifty 
per cent of the patients exhibited clinical evidence 
of overhydration, such as pulmonary edema and/or 
peripheral edema. Overhydration probably con- 
tributed to the symptomatic disturbance in all 
cases, but a definite correlation could be established 
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only in relation to the cerebral symptoms. Over- 
hydration was entirely due to errors of clinical 
management. Anemia was more severe and was 
observed more frequently in the ischemic group, 
probably because of blood loss or acute hemolysis. 
However, other factors contribute to the anemia of 
both groups. Apart from hyperkalemia, electrolyte 
disturbance was relatively mild and only occasion- 
ally moderately severe, and hyponatremia and a 
reduction in plasma bicarbonate and chloride some- 
times occurred. Hyperkalemia of moderate severity 
occurred in a number of the patients, being worse 
in those severely injured, but was a major cause of 
death in only 1. Electrocardiographic abnormalities 
correlated poorly with the hyperkalemia. During 
the phase of diuresis, electrolyte abnormalities be- 
came adjusted without specific therapy in most 
instances. Serious electrolyte depletion during this 
phase was uncommon, and it appears that severely 
injured tubules may retain or promptly regain the 
capacity to conserve electrolytes. Functional re- 
covery, featured by a rapidly expanding diuresis, 
usually began in the second week with a rapid re- 
mission in symptoms, gastrointestinal disturbance 
being relatively persistent. The diuretic phase lasted 
for approximately a week and was followed by a 
rapid recovery in the renal mechanism for con- 
trolling water balance. The azotemia became worse 
in the first few days of the diuresis until excretory 
function became effective. Concentrating power 
was recovered slowly over a period of months. The 
mortality rate was 50%, and was worse in the 
ischemic than in the nephrotoxic group. 


Two Years’ Experience of Prednisone in Rheuma- 
toid Arthritis. G. R. Fearnley, G. V. Balmforth and 
R. Blatchley. Brit. M. J. 2:1263-1266 (Nov. 30) 1957 
[London]. 


The authors report on 167 patients with rheu- 
matoid arthritis who were treated with various 
drugs for 2 years. Initially, 129 were given aspirin, 
15 phenylbutazone, 8 cortisone, and 15 prednisone. 
Prednisone was given in a dose of 15 mg. daily. By 
the end of the 2-year period, 47 patients were re- 
ceiving prednisone, 16 having been transferred to 
prednisone from aspirin, 8 from phenylbutazone, 
and 8 from cortisone. The increase from 15 to 47 
patients treated with prednisone was accounted for 
by the failure of the other drugs. Thirty-seven of 
the 47 patients reported marked improvement, 6 
reported only moderate improvement, 2 did not 
report any improvement, and 2 in their own esti- 
mation reported deterioration. Subjective improve- 
ment thus was reported by 90% of the patients 
treated with prednisone. The functional status was 
improved in 25 patients (about 50%). Dyspepsia 
was the commonest complication of prednisone 
therapy; it occurred in 11 patients, 2 of whom had 
peptic ulcers. 
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Thus, prednisone proved to be an effective anti- 
rheumatic agent in patients with rheumatoid arthri- 
tis whose response to other drugs was unsatisfactory. 
The effect of prednisone was better than that of 
cortisone. The improvement of some of the patients 
consisted not so much in doing more than they did 
previously as in doing what they always had to do 
more quickly, more comfortably, and more expe- 
ditiously. Prednisone produced substantial relief 
in a high proportion of patients. Relief was believed 
to be satisfactorily maintained in most of the pa- 
tients, but it must be admitted that this belief 
depended in part on the personal reports of the 
patients which may be subject to many fallacies. 
The benefit obtained outweighed the risks and 
complications. The treatment with prednisone is 
justified in the cases of the wage-earner at the point 
of incapacity, the housewife unable to look after a 
voung family, and the patient whose condition is 
deteriorating rapidly despite all other measures. 


Hirsutism. W. H. Perloff, H. E. Hadd, B. J. Chan- 
nick and J. H. Nodine. A. M. A. Arch. Int. Med. 
100:981-985 (Dec.) 1957 [Chicago]. 


Hirsutism, excessive facial and/or body hair, rep- 
resents a serious aesthetic and psychological prob- 
lem to the woman so afflicted. Usually benign, it 
may be the sole manifestation of a serious endocrine 
disorder. Pituitary tumors are found occasionally in 
women with signs of virilization which include 
hirsutism; in most instances manifest adrenocortical 
hyperplasia is present, suggesting mediation through 
the adrenals. Hyperplasia or tumor of the adrenal 
cortex leads to 1 or a variable combination of 2 
syndromes. If the abnormality involves only hydro- 
cortisone metabolic pathways, Cushing’s syndrome 
results, and when testosterone-like hormones are 
produced in excess the adrenogenital syndrome 
ensues. Pathological states or tumors of the ovaries, 
adrenal rests, Leydig-cell tumors, teratomata, and 
arrhenoblastoma are implicated in the pathogenesis 
of hirsutism. Diffuse luteinization (hyperthecosis) 
and polycystic ovaries of the Stein-Leventhal type 
are also etiological possibilities. In these 2 condi- 
tions, total neutral urinary 17-ketosteroids are nor- 
mal or slightly to moderately elevated and diagnosis 
often depends on surgical exploration and histologi- 
cal examination of ovarian sections. Hirsutism has 
been reported in patients with thymic tumors and 
metabolic craniopathies (Stewart-Morgagni-Morel 
syndrome) and during menopause and pregnancy. 
Some women have congenitally sensitive hair folli- 
cles, and normal concentrations of serum androgens 
result in profuse hair growth. Most patients require 
careful study, including an extensive endocrine 
survey, before a diagnosis can be established. 

When a functioning tumor of the ovary or 
adrenal gland is discovered, removal results in cure. 
More commonly, no definite etiology is found, and 
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the diagnosis of “idiopathic hirsutism” is made. 
This type of hirsutism is often familial, occurring 
in women whose ancestors stem from the Mediter- 
ranean area. Recent workers have indicated that 
idiopathic hirsutism is due to selective adrenocorti- 
cal hyperfunction with disproportionate increase in 
the production of certain hormones. The authors 
were able to confirm these findings and apparently 
relieved both the metabolic abnormalities and the 
hirsutism with small doses of prednisone. Five 
women with the Stein-Leventhal syndrome and 16 
in whom this and other causes of hirsutism had 
been eliminated were studied, photographed, and 
given 7.5-15 mg. of prednisone a day. Urinary levels 
of total neutral 17-ketosteroids, as well as C,9O. 
(strong androgens) and C,,O. (weak androgens) 
fractions, were measured in these patients. Total 
17-ketosteroids and C,,O, fractions were generally 
higher in patients with hirsutism, but there was 
considerable overlapping with normal persons. The 
C1902-17-ketosteroid fraction was uniformly ele- 
vated, and daily doses of 7.5-15 mg. of prednisone 
reduced these levels to normal or almost normal. 
Reduction in the amount, rate of growth, and 
coarseness of superfluous hair followed prednisone 
administration, particularly when wax depilation 
was performed concurrently. Improvement in both 
the hormonal excretory pattern and hirsutism per- 
sisted for at least 8 months after cessation of 
therapy. No important side-effects occurred, but 
one-half of all patients complained of transient 
fatigue. On the basis of this and other studies the 
authors believe that, despite the prevalence of 
idiopathic hirsutism and its familial distribution, 
it represents a type of adrenocortical hyperfunction 
which is abnormal, undesirable, and remediable. 


Intestinal Polyposis Associated with Mucocutaneous 
Melanin Pigmentation (Peutz-Jeghers Syndrome). 
L. G. Bartholomew, D. C. Dahlin and J. M. Waugh. 
Proc. Staff Meet. Mayo Clin. 32:675-680 (Nov. 27) 
1957 [Rochester, Minn.]. 


This paper reviews 75 cases of Peutz-Jeghers 
syndrome, 68 of which have been reported in the 
literature and 7 of which are new cases reported 
from the Mayo Clinic. The chief stigma of this 
syndrome is the mucocutaneous areas of pigmenta- 
tion. The pigment was found on the lips of all but 
1 and on the buccal mucosa of all but 6 of the 75 
patients. The areas of pigmentation may be oval, 
round, or irregular, and the color varies from brown 
or black to bluish gray. The pigmentation is found 
less frequently around the other facial orifices and 
on the extremities. The second and probably the 
most significant part of this syndrome is the pres- 
ence of gastrointestinal polyps, and the third fea- 
ture concerns the possible hereditary or familial 
nature of the disease. The accepted form of treat- 
ment for these polyps has been surgical removal. 
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In the cases in which intussusception occurs, surgi- 
cal treatment will continue to be necessary. The 
fear that the polyps are the forerunners of malig- 
nant transformation has, in the past, seemed to 
justify radical resection. From the evidence cur- 
rently available, the intestinal polyps of this syn- 
drome may be developmental anomalies similar in 
nature to hamartomas. More extensive pathological 
studies will be needed to help settle this problem. 


Long-Term Tracheostomy in Extensive Bilateral 
Bronchiectasis. R. H. Overholt and M. S. Segal. 
New England J. Med. 257:1108-1111 (Dec. 5) 1957 
[Boston]. 


The authors are concerned with the use of long- 
term tracheostomy to facilitate intrabronchial aspi- 
ration in nonsurgical, suppurative bronchiectasis. 
In the 7 patients presented, intensive medical man- 
agement had included the use of intermittent 
positive-pressure breathing, bronchoscopic aspira- 
tions, detergolytic aerosols, postural drainage, ex- 
pectorants, liquefactants, antimicrobial agents, and 
steroids. The patients presented the appearance of 
chronic, progressive cardiopulmonary failure and 
debility. This followed in the wake of chronic 
bronchitis and bronchiectasis with associated in- 
effective cough mechanisms, retained bronchial 
secretions, and repeated bouts of penumonitis. Pa- 
tients soon learn how to aspirate each side of the 
main bronchial system and to clean the tube. They 
are provided with catheters, connecting tubes, a 
trap bottle, and a suction attachment for a home 
water faucet. Each patient understands that the 
tube is inserted on a trial basis. If benefits do not 
outweigh the inconvenience, the tube can be with- 
drawn and the opening permitted to close. The 
decision about permanency of the tracheostomy is 
left with the patient. So far, all in this series have 
elected to continue to maintain this aid of self- 
aspiration of the airways. 


Personality Variations in Bronchial Asthma: A 
Study of Forty Patients: Notes on the Relationship 
of Psychosis and the Problem of Measuring Ma- 
turity. P. H. Knapp and S. J. Nemetz. Psychosom. 
Med. 19:443-465 (Nov.-Dec.) 1957 [New York]. 


The authors made psychodynamic studies on 40 
patients with active, chronic, perennial bronchial 
asthma. Simultaneous study of pulmonary function 
showed a wide variation in physical manifestations, 
a feature characteristic of bronchial asthma. There 
was an equally wide variation in personality dis- 
turbance. All of the patients had emotional prob- 
lems, which either were obvious to the examiner 
or were admitted by the patients, but there was no 
single personality “type.” Seven transient, psy- 
chotic-like episodes occurred, 6 of them accom- 
panied by an increase in asthma. Cortisone, though 


- 

J 

+ 


Vol. 166, No. 11 


given to more than half the group, did not provoke 
such reactions. There was no simple reciprocal 
relationship between asthma and psychosis. The 
patients appeared to range from mildly neurotic 
individuals, who had mild physical ineapacity, to 
severely disturbed persons, who had drastic and 
crippling respiratory illness. To confirm this ob- 
servation, the over-all maturity of the subjects was 
gauged on a roughly quantitative scale by 2 psy- 
chiatrists and was compared with independent 
assessments by 2 internists of the severity of pul- 
monary disease. There was a high correlation: the 
more severe the pulmonary disturbance, the more 
severe the personality disturbance, which had 
often existed for many years before the develop- 
ment of asthma. There was no patient with asthma 
of severe degree who did not also have major per- 
sonality problems. The reverse does not appear to 
be true. Asthma seems one among many ways in 
which emotional difficulties manifest themselves. 


Influenza with Involvement of Peripheral Nerves. 
F. Schwind and H. Solcher. Miinchen. med. 
Wehnschr. 99:1822-1823 (Nov. 29) 1957 (In Ger- 
man) [Munich, Germany]. 


The histories of several patients who had a pe- 
culiar clinical picture are presented. The first pa- 
tient reported on had suddenly experienced pains 
on the right side of the neck and piercing pains in 
the chest on the same side while breathing and 
flaccid paralysis of the arm, paresthesias, and 
cough. The nerve plexus supplying the pulmonary 
apex, pleura, and scapular musculature was _ in- 
volved. The etiology could not be established. The 
second patient had a bilateral plexus neuritis. This 
patient, like the first, was subjected to various 
serologic tests, which were negative; however, in 
this patient complement fixation tests for A and B 
influenza virus were added, and these proved 
strongly positive. These tests for influenza virus 
were positive also in the 3rd and 4th patients pre- 
sented, and it is therefore assumed that the periph- 
eral motor and sensory disturbances represent a 
hitherto little-known clinical picture of infection 
with influenza virus. 


C-Reactive Protein (CRP) in the Tuberculous Dis- 
ease. L. Lenzini and G. Signorini. Sett. med. 
45:411-422 (Aug. 15) 1957 (In Italian) [Florence, 
Italy]. 


Presence of C-reactive protein (CRP) in human 
blood is an index to the acute phase of inflamma- 
tion within the body. The authors report experience 
with CRP in 150 hospitalized patients with tuber- 
culosis. Primary phase of the disease was present 
in 21] patients, 6-14 years of age, the late primary 
phase (pleurisy with effusion) in 30, postprimary 
phase (exudative, productive, nodular, and fibrous 
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types) in 39, and progressive phase in 60. Patients 
with primary complex were observed during retro- 
gression or stabilization phases. C-reactive protein 
was not found in the serum of patients who were 
known to have had tuberculosis longer than 3 
months. A slight positive reaction, (1-2 mm.) was 
present in those who were clinically ill less than 3 
months. A positive reaction, varying from 2 to 8 
mm., was obtained with serum of 26 patients (90%) 
who had pleurisy with effusion caused by M. tuber- 
culosis. C-reactive protein was present in the serum 
of 29 patients with postprimary phase of tubercu- 
losis. The value of the precipitation varied between 
2 and 7 mm. Patients with the progressive form of 
tuberculosis were divided in 2 equal groups as to 
reactivated and chronic phase of the disease. These 
patients had been affected by tuberculosis for more 
than 2 years and had received antibiotic but not 
hormonal therapy. C-reactive protein was found in 
the serum of 24 patients (83.3%) with the reacti- 
vated progressive phase of the disease, and the pre- 
cipitations varied from 2 to 7 mm. A negative re- 
action was obtained with serum of 27 patients 
(90% ) with the chronic phase of tuberculosis. The 
authors conclude that the C-reactive protein test is 
probably a reliable index in distinguishing the ac- 
tive from the stabilized form of tuberculosis. 


Course and Symptomatology of “Asiatic Influenza”: 
Observation During an Epidemic in Barracks. 
R. Richterich. Schweiz med. Wchnschr. 87:1474- 
1476 (Nov. 30) 1957 (In German) [Basel, Switzer- 
land]. 


Asian influenza, a variant of the A-virus influenza, 
first appeared in China in February, 1957, and 
reached Switzerland in August. Except for small 
outbreaks in schools, Asian influenza at first did 
not progress in an epidemic manner. In September 
an outbreak occurred in a school for recruits; this 
barracks epidemic attacked all except 80 of 440 
recruits. The rapid progression is indicated by the 
fact that within 4 days 180 soldiers became ill with 
influenza. The symptoms and the course of the 
disease were quite characteristic and differed in 
certain respects from ordinary influenza. An incu- 
bation period of 12 hours to 3 days is followed by 
a viremic phase, during which the patient's tem- 
perature may go up to 40.4 C (104.7 F), and gen- 
eralized lymphadenopathy and serous tensillitis 
develop. In the second stage symptoms of the 
respiratory tract are most prominent, such as 
rhinitis, sinusitis, laryngitis, tracheitis, and bron- 
chitis. Only a few complications were observed, 
such as purulent tonsillitis, fever, convulsions, and 
pancreatitis. Therapy was only symptomatic and 
in about a third of the patients unnecessary. 

The author feels that from observations on sol- 
diers it is difficult to draw conclusions regarding 
the course of Asian influenza among the civilian 
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population, because the soldiers are healthy young 
men in good physical training. It was found that 
Asian influenza was a benign although rather un- 
pleasant disease. Serious complications were rare; 
neither bronchopneumonia nor encephalitis oc- 
curred. The authors regard as the greatest danger 
the rapid increase and decrease in fever, which in 
old and physically weakened persons might involve 
the danger of circulatory insufficiency. For this 
reason antipyretic drugs should be given only with 
great caution and in small doses. The surprising 
connection between the degree of fatigue and the 
severity of the influenza demands that physical 
exertion be reduced to a minimum during the epi- 
demic. This was the only prophylactic measure 
which seemed to be of any value in the epidemic 
observed by the author. 


Observations on Changes in the Mucous Membrane 
in Influenza. O. F. Ehm. Miinchen med. Wchuschr. 
99:1904-1905 (Dec. 13) 1957 (In German) [Munich, 
Germany]. 


The author points out that T. Yung Tsii of For- 
mosa, in August, 1957, called attention to so-called 
“influenza spots.” He observed in many influenza 
patients small dots, yellowish-white in color, on 
the oral mucosa, chiefly around the excretory duct 
of the parotid gland and opposite the molars. The 
number of dots varied from 3 to more than 10. 
They are quite distinct from Koplik’s spots. Hemor- 
rhagic dots were observed on the palate of 1 
patient. There are reports stating that similar 


enanthems were observed in earlier influenza epi- | 


demics. Since the diagnosis of influenza may be 
difficult, particularly in sporadic cases, a specific 
enanthem would be a great aid. The author 
watched for dots on the oral mucosa in 211 pa- 
tients during the present influenza epidemic caused 
by the A-virus. He found that 34.5% of the patients 
had the dots observed by Yung Tsii, but a much 
larger number (58%) had petechial hemorrhages in 
the mucous membranes, which in almost half of 
the patients were situated in the papilla of the 
parotid duct. These alterations were still manifest 
3-4 weeks after the influenza had abated. 


Epidemiologic and Clinical Considerations on 457 
Cases of Epidemic Hepatitis As Observed in a Mili- 
tary Environment in Morocco. H. Garnung, J.-A. 
Colson, R. Hugonot and others. Press. méd. 65:1969- 
1971 (Nov. 30) 1957 (In French) [Paris]. 


The authors report on 457 men with epidemic 
hepatitis among the French troops in Morocco, 266 
of whom were treated at a military hospital in 
Casablanca between October and December, 1956, 
and 191 of whom were treated at a military hos- 
pital in Fez between August, 1956, and January, 
1957. The epidemic attacked many persons, but 
most of the cases were benign. Only 1 of the 266 
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patients and none of the 191 patients died. Early 
symptoms consisted of fever up to 40 C (104 F) in 
18% of the patients and up to 38 C (100.4 F) in 31%, 
nausea, vomiting, diarrhea, or constipation in 47%, 
and enlargement of the spleen in 3%. These gen- 
eral and functional signs frequently preceded the 
appearance of jaundice by 3-4 days. Headache oc- 
curred in 76% of the patients and cutaneous mani- 
festations, such as urticaria or pruritus, in 20%. 
Jaundice was mild in most patients, with a_ bili- 
rubinemia varying between 50 and 70 mg. per 
100 cc. according to Van den Bergh’s technique. 
The liver was enlarged in only 20% of the patients. 
As a rule the icterus subsided within 8 to 10 days. 
Duration of hospitalization on the average was 26 
days. Complete recovery without any sequels oc- 
curred within 30 to 45 days in most of the patients. 
Recurrence of jaundice was observed in 8 patients 
and prolonged jaundice for more than 2 months 
in 3 patients. Temporary albuminuria occurred in 
50% of the patients and temporary glycosuria in 2. 
Meningoencephalitis associated with facial paraly- 
sis and paralysis of the trigeminal nerve occurred in 
1 patient. These data show that even in the course 
of benign epidemics exceptional cases with neuro- 
logical complications and rare fatal cases similar 
to those of acute yellow atrophy may occur. 


Treatment of Polycythemia Vera with Radioactive 
Phosphorus. I. I. Cowan. Wisconsin M. J. 56:501- 
505 (Dec.) 1957 [Madison]. 


Polycythemia may be either primary or sec- 
ondary. The primary type is characterized by a 
high red blood cell count, an increase in the red 
blood cell volume, and an enlarged spleen. An 
adequate history and a complete physical examina- 
tion with a careful evaluation of the red blood 
cell mass by total blood volume determinations will 
establish the diagnosis. The leukocyte count may 
be high. Late in the course of the disease a true 
leukemoid reaction may occur, and it may be diffi- 
cult to differentiate this reaction from a true leu- 
kemia. Hemorrhages are a frequent accompani- 
ment of leukemia, while thrombosis is usually seen 
in polycythemia. The severe secondary type of 
polycythemia is caused by congenital heart disease 
or pulmonary disease. Other secondary polycy- 
themias occur in the presence of chronic cardiac 
or pulmonary disease. Radiophosphorus should not 
be used in the treatment of the secondary type of 
polycythemia. 

The treatment of polycythemia vera is concerned 
with the reduction of the mass of circulating red 
blood cells to a level approaching normal. Radio- 
active phosphorus has been used in the treatment 
of polycythemia vera for the past 8 years in the 
Isotope Department of Marquette Medical School. 
Observations are presented on 38 patients treated 
in this manner since 1948. All were treated on an 
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outpatient basis. The therapeutic doses were ad- 
ministered with use of all necessary precautions. 
With administration of the phosphorus intravenous- 
ly only a small percentage is lost or excreted in the 
urine and stools. There is no danger, as far as the 
patient’s contact with other members of his family 
is concerned, because of the short beta radiation 
emitted. The method proved satisfactory. It is a 
simple and easily administered form of therapy. It 
does not produce symptoms of radiation sickness 
or local or systemic reactions. It produces longer 
and more complete remissions than other forms of 
treatment. In almost one-half of the patients the 
administration of 2 to 5 doses resulted in remis- 
sions lasting from 18 to 24 months. Using the 
proper precautionary measures, such as the divided 
dose method, it is less hazardous than some of the 
other methods of treatment. A late complication 
of the disease may be leukemia, which also occurs 
in patients not treated with radioactive phosphorus. 
The etiologic relationship between this therapy 
and leukemia is not established but remains a pos- 
sibility. Life expectancy is better than in patients 
with treated pernicious anemia or treated diabetes 
mellitus. 


Raynaud's Disease Among Women and Girls. R. W. 
Gifford Jr. and E. A. Hines Jr. Circulation 16:1012- 
1021 (Dec.) 1957 [New York]. 


From 1920 to 1945 Raynaud's disease or Ray- 
naud’s phenomenon was diagnosed in 756 female 
patients at the Mayo Clinic. Data gleaned from a 
review of the clinical records and from follow-up 
questionnaires constitute the basis for the present 
report. Raynaud’s phenomenon may be defined as 
“an episode of contraction of the small arteries or 
arterioles of the extremities resulting in intermit- 
tent changes in color of the skin of the extremities, 
such as pallor, cyanosis, or both.” Raynaud's phe- 
nomenon is a symptom. When it is primary, that is. 
when it exists in the absence of conditions or dis- 
eases to which it may be secondary, it is properly 
called “Raynaud's disease.” Allen and Brown elab- 
orated on Raynaud's original criteria for a diag- 
nosis of Raynaud's disease. Their criteria are (1) 
episodes of Raynaud's phenomenon excited by cold 
or emotion; (2) bilaterality of Raynaud’s phenome- 
non; (3) absence of gangrene, or, if present, its 
limitation to minimal grades of cutaneous gangrene: 
(4) absence of any other primary disease that may 
be causal, such as occlusive arterial disease, cervical 
rib, or organic disease of the nervous system; and 
(5) symptoms for at least 2 years. 

When the diagnoses of the 756 women were re- 
vised according to the criteria of Allen and Brown, 
the original diagnosis of Raynaud’s disease was 
considered incorrect for 127 patients and question- 
able for 252. Follow-up information from 208 of 
the 252 patients with a questionable diagnosis re- 
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vealed that 52.9% did have Raynaud's disease. In 
13.5%, diseases with which Raynaud's phenome- 
non is commonly associated (rheumatoid arthritis, 
acrosclerosis, and dermatomyositis) developed. The 
Raynaud phenomenon subsequently disappeared in 
13.9% and remained unilateral in 1.9%. The re- 
maining 17.8% of the patients were dead. Six pa- 
tients were known or were presumed to have died 
of disseminated lupus erythematosus with which 
Raynaud’s phenomenon is commonly associated. 
Although the causes of death were not known for 
19 patients, the young age at which many of them 
died suggests that their Raynaud’s phenomenon 
may have been secondary to a serious disease. The 
authors found that validation by the criteria of 
Allen and Brown assure a 95% accuracy in diag- 
nosis. 

Review of the records of 474 women and girls 
who had Raynaud's disease and follow-up infor- 
mation obtained from 307 who were treated con- 
servatively confirms the benign nature of this dis- 
ease. It caused no deaths and very little disability. 
Amputations of terminal phalanges for complica- 
tions of Raynaud’s disease were necessary in 0.4% 
of the patients before coming to the clinic and for 
none during the follow-up period. Raynaud's phe- 
nomenon became less troublesome or disappeared 
in 46%. Trophic lesions of the fingers and sclero- 
dactylia improved or disappeared in the majority 
of women who had these complications. No major 
amputations were necessary, and gangrene did not 
occur. Raynaud’s phenomenon can be a manifesta- 
tion of many conditions and diseases of which 
Raynaud's disease is the most common and least 
serious. 


Overweight and Hypertension. T. Bjerkedal. Acta 
med. scandinav. 159:13-26 (No. 1) 1957 (In English) 
[Stockholm]. 


The author reports on 14,784 adult persons who 
were employed in 112 industrial plants in Norway 
and whose records made by plant physicians con- 
tained complete information as to sex, age, body 
weight, height, and systolic and diastolic blood 
pressure given in millimeters of mercury. There 
were 11,063 men and 3,721 women. The data of 
these persons showed that the average systolic and 
diastolic blood pressure rises with increasing rela- 
tive body weight in all age groups. By comparing 
the frequency distributions of the systolic and dia- 
stolic blood pressure values in groups of persons 
underweight, normal weight, and overweight of 
the same age, it was found that with increasing 
weight the distribution curves of blood pressure 
values shift slightly to the right without essential 
alteration of the shape of the curves. This seems to 
indicate that the main influence of obesity on the 
blood pressure is a small increase in the systolic 
and the diastolic blood pressure values in all per- 
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sons, since there is no distinct accumulation of per- 
sons with very high blood pressure values among 
the obese. 

This small increase in blood pressure value is 
believed to depend on the effect of the circumfer- 
ence of the upper arm on the auscultatory blood 
pressure readings. The increase in blood pressure 
averaged from 1 to 2 mm. Hg between 2 consecu- 
tive 5% weight groups. These findings are in agree- 
ment with what might be anticipated in the light 
of Ragan and Bordley’s measurements of blood 
pressure by the direct (intra-arterial) and the in- 
direct (auscultatory) method which disclosed the 
too-high auscultatory measurements in persons with 
large arms. This small increase in the measured 
blood pressure in obese persons may explain why 
in some earlier studies a higher incidence of per- 
sons with hypertension were found in this group, 
when the upper limit of normal blood pressure was 
placed at 140/90 mm. Hg. Contrary to the common 
assumption that there is a higher incidence of per- 
sons with hypertension among those who are over- 
weight, the conclusion drawn from this study is 
that there is no relationship between obesity and 
hypertension. 


SURGERY 


An Evaluation of Biopsy—Frozen Section of the 
Ampullary Region and Pancreas: A Report of 68 
Consecutive Patients. H. J. Spjut and A. J. Ramos. 
Ann. Surg. 146:923-930 (Dec.) 1957 [Philadelphia]. 


Biopsies, on which a frozen section was done at 
the time of abdominal exploration of 68 patients, 
were evaluated in determining the nature of lesions 
of the ampullary region and pancreas. Of the 68 
patients, 49 had a neoplasm and 19 had a nonneo- 
plastic disease. The neoplasms included 39 carci- 
nomas and 3 islet cell adenomas of the pancreas, 
6 carcinomas of the ampulla of Vater, and 1 carci- 
noma of the common duct. The nonneoplastic le- 
sions consisted of chronic inflammation and fibrosis 
of the pancreas, pseudocysts of the pancreas, 2 
abscesses of the body of the pancreas, and 1 benign 
proliferative lesion of the ampullary epithelium. An 
erroneous diagnosis was made with the aid of the 
frozen-section process in 6 of the 68 patients; the 
immediate accuracy of the frozen-section process 
thus was about 91%. All of the errors occurred in 
the cancer group and in each irstance represented 
an underdiagnosis of the lesion. One case counted 
as an error was thought to be cancer but could not 
be definitely diagnosed as such. No benign lesions 
were diagnosed as malignant. Three of the 68 pa- 
tients had complications attributable to biopsy. Two 
of the complications were pancreatic abscesses and 
1 a fistula. These appeared 30, 8, and 14 days after 
the biopsy respectively. Two patients in whom 
complication occurred did not have neoplasms; the 
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third had carcinoma of the head of the pancreas. 

Three of the errors were made in the face of ex- 
tensive fibrosis and chronic inflammation associated 
with carcinoma: of the pancreas. One error was 
made on a carcinoma with abundant mucin pro- 
duction; no carcinoma could be seen with the frozen 
section but was readily apparent with the perma- 
nent section. The 5th error was made in the failure 
to recognize an islet cell adenoma from the body of 
the pancreas. Fibrosis, chronic inflammation, fat 
necrosis, duct proliferation, accessory pancreatic 
ducts, and epithelial proliferation contribute to the 
difficulty of pancreatic biopsy but do not detract 
from its value. Of importance in the evaluation of 
pancreatic biopsy is the follow-up information on 
the 19 patients with a diagnosis of “no cancer’; 3 of 
the 19 patients were subsequently shown to have 
carcinoma. Biopsy with frozen section of the pan- 
creas and ampullary region is considered to be an 
accurate, informative, and reasonably safe pro- 
cedure. 


Indications for Surgical Intervention in Patients 
with Combined Aortic and Mitral Stenosis. C. d’Al- 
laines and T. Herrero. Presse méd. 65:1795-1797 
(Nov. 6) 1957 (In French) [Paris]. 


The authors report on 10 patients with combined 
aortic and mitral stenosis who were operated on. 
Six patients had purely mitral symptoms, 2 had 
predominantly mitral symptoms associated with 
occasional painful attacks of retrosternal constric- 
tion, and 2 had predominantly aortic symptoms 
with dyspnea on exertion. An extensive anterolateral 
left thoracotomy was performed in the 4th inter- 
costal space. Mitral valvulotomy was performed 
through the left atrium either with the finger or 
with the dilator; aortic valvulotomy was performed 
with the aid of a valvotome or more often with an 
aortic dilator with 2 blades. There was only 1 oper- 
ative death, which occurred in a patient with 2 
myocardial infarcts, total arrhythmia, and _ intra- 
atrial thrombosis; the patient died of acute cardiac 
failure 4 hours after the operation. The 9 patients 
who survived were followed up for periods of 6 
months to 2% years. Late results were satisfactory 
and definitely better than in patients who were 
operated on for aortic stenosis alone. Function was 
improved, pulmonary edema disappeared, dyspnea 
on exertion was less pronounced, and anginal at- 
tacks no longer occurred. A systolic aortic murmur 
often persisted. 

Combined simultaneous valvulotomy is justified 
in the presence of combined aortic and mitral 
stenosis. With the aid of pressure studies one may 
decide which of the 2 valvulotomies should be 
performed first. If the aortic stenosis is of a severe 
degree, aortic valvulotomy should be performed 
first; if not, one should begin with mitral valvu- 
lotomy, and the operation should be continued with 
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aortic valvulotomy only if the transaortic gradient 
measured on the operating table reaches 50 mm. 
Hg. Under such conditions the combined operation 
is warranted, although “blind” valvulotomy for 
aortic stenosis without opening up the aorta may 
be of relative efficacy. The operative risk is not 
increased and the result is not compromised. 


Carcinoma of the Thyroid: Incidence in Surgically 
Removed Nodular Thyroid Gland. P. T. McGannon 
and F. F. Allbritten Jr. J. Kansas M. Soc. 58:809-813 
(Dec.) 1957 [Topeka]. 


This is a review of experience with a referred 
hospital population of 171 patients with nodular 
goiters which were surgically removed. Twenty- 
three of 171 patients having single or multiple 
nodules in the thyroid gland had malignant lesions, 
an incidence of 13.4%. Fourteen patients in the 
group of 23 with malignant lesions did not have 
clinical evidence of malignant disease, an incidence 
of unsuspected cancer of 8.6% in the entire group 
of patients with solitary or multiple nodules in the 
thyroid gland. Cancer was found in 8 of 19 male 
patients, an incidence of 42%. The incidence of 
carcinoma in 152 female patients with nodular 
goiter was 9.2%. Carcinoma was present in 16.6% 
of patients with solitary nodules and in 10.7% of 
those with multinodular glands. This difference is 
not so great as that indicated in other reports. 

Duration, size, and symptoms of lesions in no 
way separated benign from malignant lesions. Six 
of 19 patients with carcinoma are alive 5-15 years 
after surgery, a 5-year survival rate of 31.6%. It is 
concluded that the incidence of carcinoma in nodu- 
lar lesions of the thyroid is sufficiently high, in 
comparison with the existing mortality rates, that 
all nodules of the thyroid gland should be removed. 


Occult Lymphatic Metastases in Malignant Mela- 
noma of the Skin. R. E. Johnson. Ann. Surg. 146: 
931-936 (Dec.) 1957 [Philadelphia]. 


Of 106 patients with malignant melanoma of the 
skin who were admitted to the Ellis Fischel Cancer 
Hospital in Columbia, Mo., between 1940 and 1954, 
the primary lesion was controlled by the initial 
complete excision in 65. In an_attempt to obtain 
specific information as to the frequency and the 
location of occult lymphatic metastases, 2 ap- 
proaches were used. Waiting and seeing what turns 
up in the form of regional lymph node metastases 
or of satellite nodules in the lymphatic plexus in- 
tervening between the primary site and the nodes 
was practiced in 33 patients. The regional nodes 
were removed by a prophylactic resection for histo- 
logical study in 32 patients and in 3 of the 32 the 
regional nodes, and the intervening lymphatic 
plexus were removed by an “en bloc” resection. The 
first metastases to become manifest in the group of 
33 patients who did not undergo prophylactic re- 
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section were in the regional nodes in 7 patients, 
and satellite nodules in the intervening lymphatic 
plexus were observed in 4 patients. Four of the 32 
patients who underwent prophylactic resection had 
occult metastases in the nodes, and 6 had satellite 
nodules appearing in the intervening plexus. Thus, 
21 of the 65 patients (about 33%), had occult me- 
tastases at the time of treatment of the primary 
tumor. The site of the primary lesion was the head 
and neck in 34 patients, the trunk in 11, the upper 
extremity in 4, and the lower extremity in 16. The 
incidence of occult lymphatic metastases ranged 
from 1 in 5 (7 of the 34 patients with the primary 
lesion in the head and neck) to 1 in 2 (12 of the 27 
patients with the primary lesion in the trunk and 
lower extremity), depending on the anatomic site of 
the tumor. Five of the 21 patients were alive and 
free from the disease for more than 5 years and 1 
was alive with cancer for more than 5 years, giving 
a 5-year survival rate of at least 29%. No reasonable 
means of increasing this figure by extended surgical 
treatment is apparent. No clear-cut case for or 
against prophylactic resection of lymph nodes can 
be made. 


Gastroduodenal Hemorrhagic Diathesis: A Report 
of Ten Cases Treated by Vagectomy. G. Mixter Jr. 
and J. W. Hinton. New York J. Med. 57:3808-3814 
(Dec. 1) 1957 [New York]. 


The authors review the results obtained in the 
management of massive upper gastrointestinal hem- 
orrhage on the Fourth Surgical wards at the Belle- 
vue Hospital in New York in the past 28 years. 
Since 1928, when they began keeping special re- 
cords on this type of case, various forms of treat- 
ment have been used. The 403 patients reviewed 
all had peptic ulceration; patients with hemorrhage 
from esophageal varices, carcinoma, or leiomyoma 
were omitted. Many of the data summarized here 
have been presented previously, but a survey over 
the whole period reveals trends in treatment from 
completely conservative, with a mortality rate of 
12%, to extensively surgical treatment with the 
mortality rate reaching intolerable levels. At the 
time surgical mortality rose to levels above 40%, 
it was evident that residents, whose experience with 
the problem was limited, should not be required 
to take too great a share of the responsibility. The 
mortality figures reflect not only the medical care 
but also the character of the patient load. The 
authors believe that their current mortality figures 
are acceptable for the indigent, poorly nourished, 
and often neglected patients who constitute the 
bulk of their ward population. 

During recent years the indications for surgical 
interference during medical care of hemorrhage 
from peptic ulceration have become better defined. 
The wise surgeon refrains from surgery in such 
circumstances unless there is good evidence for 


1376 MEDICAL LITERATURE ABSTRACTS J.A.M.A., March 15, 1958 


frank ulcer. In the latter case, particularly if the 
patient is over the age of 45, the necessity of con- 
trolling a major vessel in the base of a callous ulcer 
far outweighs other risks. However, there are some 
patients who, after resection or at autopsy, are 
found to have gastritis or shallow, small ulcers of 
esophagus, stomach, or duodenum. There are even 
those who become exsanguinated, and yet no source 
of hemorrhage can be identified. The authors cite 
reports which indicate that, in 12 of 25 patients re- 
quiring emergency operation for uncontrolled gas- 
trointestional hemorrhage, no ulcer could be 
identified. These observations demonstrate the im- 
possibility of separating the patient with truly sur- 
gical bleeding with an open vessel in a chronic 
ulcer from the patient with diffuse bleeding whose 
superficial ulcerations do not involve the larger 
vessels. The 10 patients whose histories are pre- 
sented were from this “cryptogenic” group. They 
were treated by subdiaphragmatic vagus resection 
only, and this had a beneficial effect on the hemor- 
rhagic diathesis. The avoidance of incision or re- 
section of stomach or intestine should decrease both 
mortality and morbidity. Bilateral vagus section, if 
effective in halting the hemorrhage, would be 
preferable to the currently recommended gastro- 
tomies and gastrectomies. 


Left Heart Catheterization by the Transbronchial 
Route: Technic and Applications in Physiologic 
and Diagnostic Investigations. A. G. Morrow, 
E. Braunwald, J. A. Haller Jr. and E. H. Sharp. 
Circulation 16:1033-1039 (Dec.) 1957 [New York]. 


The authors describe the technique and instru- 
mentation of catheterization on the left side of the 
heart by the transbronchial route and state that 
more than 500 such catheterizations have been per- 
formed at the National Heart Institute without 
mortality or serious morbidity. Perhaps the most 
essential requirement for successful transbronchial 
left heart catheterization is the participation of an 
experienced bronchoscopist. Good topical anes- 
thesia and a smooth introduction of the instrument 
are mandatory. The procedure has been carried 
out even in severely ill patients when careful at- 
tention has been directed to their general prepara- 
tion and the timing and dosage of preanesthetic 
drugs. The presence of severe tachycardia or fre- 
quent ventricular extrasystoles has usually consti- 
tuted a contraindication to the procedure. The 
method lends itself well to serial studies in the 
same patient. Numerous patients have had cath- 
eterization 3 or more times, and 1 individual has 
had 7 transbronchial catheterizations of the left side 
of the heart. The procedure has been found useful 
in a variety of clinical investigations and in the pre- 
operative selection and postoperative assessment 
of patients with valvular heart disease. 


Operative Risks Associated with Surgical Methods 
of Removal of Colon and Rectum: Review of 516 
Cases. R. Mosimann. Helvet. chir. acta 24:503-515 
(Nov.) 1957 (In French) [Basel, Switzerland]. 


The authors report on 516 patients who under- 
went resection of the colon and rectum between 
1938 and 1956. One hundred of the 516 patients 
died, 145 had local complications, such as suppura- 
tion of the surrounding tissues, fecal fistula, and 
ileus, and 109 had thromboembolic accidents and 
bronchopneumonia. Of the 516 patients 110 were 
subjected to a hemicolectomy of the ascending 
colon, 131 to segmental resection of the descending 
colon, 203 to abdominoperineal resection of the 
rectum, and 72 to several other methods of resec- 
tion of the colon and rectum. Since the number of 
patients in the last group is too small for evaluation, 
only the results obtained in the 444 patients in 
the first 3 groups are discussed. One hundred ninety- 
nine of the 444 patients were operated on between 
1938 and 1948, and 245 were operated on between 
1949 and 1956; all the operations were performed 
in 1 stage. There were 43 operative deaths among 
the 199 patients, a mortality rate of 21.6%, and there 
were 43 deaths among the 245 patients, a mortality 
rate of 17.5%. Since the mortality rate for patients 
with hemicolectomy of the ascending colon before 
1949 was 20%, as compared to 18% after 1949, and 
that of abdominoperineal resection of the colon 
23% before 1949 and 22.3% after 1949 while the 
mortality rate of segmental resection of the colon 
was 20% before 1949 and 11% after 1949, the prog- 
nosis of only this last method of resection has 
become definitely more favorable. 

Although the reduction in the mortality rate in 
the course of the last 8 years was not as great as 
one would have expected, it was notable and may 
be attributed to the preoperative disinfection of the 
intestine which resulted in an impressively dimin- 
ished incidence of peritonitis and temporary fecal 
fistula. General complications, such as broncho- 
pneumonia, thrombosis, and embolism, showed an 
increase in incidence of 20 to 30% during the period 
between 1949 and 1956. There were 16 deaths re- 
sulting from peritonitis among the 199 patients 
operated on between 1938 and 1948, as compared 
to 3 among the 245 patients operated on between 
1949 and 1956. There were 5 deaths resulting from 
thrombosis or embolism during the first period and 
13 during the second period. Although there is no 
definite answer to the question of whether the gen- 
eralized use of antibiotics and blood transfusion 
might have been responsible for the increased 
incidence of thrombosis and embolism, the striking 
correlation between the increase in the incidence 
of these complications and the wider use of these 
methods of treatment makes it advisable to use the 
latter only in cases in which they are indispensable. 
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Diverticulum of the Pericardium with Observations 
on Mode of Development. H. C. Maier. Circulation 
16:1040-1045 (Dec.) 1957 [New York]. 


A diverticulum of the pericardium may develop 
secondary to cardiac disease and pericardial eftu- 
sion. When discovered on roentgenographic ex- 
amination, the appearance may simulate cardiac 
or aortic aneurysm, vascular anomalies, cardiac 
and pericardial tumors, and mediastinal cysts. The 
author presents evidence concerning the mechanism 
of development of a diverticulum of the pericar- 
dium on the basis of 2 personally observed cases, 
some autopsy observations, and an analysis of 
cases recorded in the literature. The development 
of a large diverticulum that was not roentgeno- 
graphically demonstrable until some vears after an 
attack of idiopathic pericarditis is recorded. Al- 
though congenital factors may play a predisposing 
role by providing a weak area in the parietal peri- 
cardium, an increase in intrapericardial pressure 
with pericardial effusion seems to be the impor- 
tant causative factor in many cases. A_ pericardial 
diverticulum usually results from the gradual 
stretching of a herniating portion of the inner serous 
layer of the parietal pericardium that bulges 
through the split or weakened outer fibrous layer 
of pericardium. Evidence supporting the concept 
that pleuropericardial cysts and a pericardial di- 
verticulum may have a common origin is indicated 
by a case in which both lesions were associated 
Congenital diverticulum of the pericardium seems 
to be extremely rare. 


Reoperations in Tight Mitral Stenosis: The Problem 
of Recurrence of Stenosis. P. Soulié, F. Joly, J. Car- 
lotti and M. Servelle. Presse méd. 65:1987-1990 
(Dec. 4) 1957 (In French) [Paris]. 


The problem of reoperation for a commissur- 
otomy is discussed on the basis of 17 cases. In 8 of 
the patients reoperation was necessary because of 
failure of the commissurotomy. Diverse causes were 
responsible. During the early era of use of com- 
missurotomy it occasionally proved impossible to 
rupture the commissures of very narrow orifices 
with the finger. These were generally not the calci- 
fied but the fibrous valves. In 3 of the 8 commis- 
surotomy failures dilation with the finger was not 
possible. The presence of an organized auricular 
thrombosis, however, was the most frequent cause, 
being responsible for 5 of the 8 failures. , 

Recurrence of the mitral obstacle was responsible 
for reoperation in 9 of the 17 patients. The inci- 
dence of this recurrence varies in different reports 
—from 22 in 1,000 to none in 600 commissurotomies. 
The 9 cases reviewed here were observed in 400 
commissurotomies, of which the first 180 were per- 
formed with the finger, whereas 95% of the re- 
maining number were instrumental. The 9 patients 
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who had recurrences all had been operated on 
during the early period. Recurrence of the stenosis 
seems to be most frequent in young subjects, 6 of 
the 9 in this group being less than 30 years old. A 
clinical and hemodynamic syndrome of the recur- 
rence of the stenosis should be recognized. It is 
characterized by a development in 2 stages. It 
often poses difficult diagnostic problems, requiring 
differentiation from other conditions likely to com- 
promise the future of the patient operated on for 
mitral stenosis. 

The mitral stenosis recurs by a new welding of 
the commissures or by a valvular repair, apparently 
associated either with the further evolution of the 
rheumatic process or with a nonspecific sclero- 
cicatricial process. However, the primary condition 
that permits secondary occlusion of the mitral ori- 
fice is the inadequate commissurotomy. This study 
provided definite evidence of the superiority of 
instrumental commissurotomy and of the value of 
systematic postoperative treatment with anticoag- 
ulant and anti-inflammatory substances for long 
periods. 


Thoracoabdominal Aneurysm Involving Celiac, Su- 
perior Mesenteric and Renal Arteries: Report of a 
Case Successfully Treated by Resection and Nylon- 
Graft Replacement. J]. H. Davis, J]. W. Benson and 
R. C. Miller. A. M. A. Arch. Surg. 75:871-879 (Dec.) 
1957 [Chicago]. 


Aneurysm of the thoracoabdominal aorta involv- 
ing the celiac, superior mesenteric, and both renal 
arteries is a relatively uncommon entity. A survey 
of the literature revealed only 5 patients who have 
undergone successful resection of aneurysm of this 
extent. The present case is believed to be the 6th 
documented instance of a patient surviving such a 
procedure and the first in which a nylon-graft re- 
placement has been used. A 41-year-old Negro 
man was admitted with the chief complaint of 
severe lumbar back pain which was constant, throb- 
bing, and of sudden onset during a bowel move- 
ment. There were recurrent episodes of backache 
of moderate severity which were exaggerated by 
physical activity during the 6 weeks prior to ad- 
mission. Examination revealed a_ well-developed, 
well-nourished man, in moderate distress from 
severe lumbar pain, with a blood pressure of 
170/90 mm. Hg, pulse rate of 80 per minute, tem- 
perature 36 C (96.8 F), and respiration rate 20 per 
minute. The heart was not enlarged, there was a 
regular sinus rhythm, and no murmurs were heard. 
The chest was clear to percussion and auscultation 
and the movements of the diaphragm were normal. 
There was some spasm of the abdominal muscula- 
ture and moderately severe guarding bilaterally. 
There were hypoactive bowel sounds, a mass pal- 
pable in the left epigastrium, which appeared to 
be pulsating, and an estimated 50% reduction in 
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the volume of the right femoral pulse. A systolic 
murmur was heard over both femoral arteries and 
in the midline of the abdomen. The peripheral 
pulse was decreased in the right leg as compared 
to the left leg. 

On exploration a large aneurysm was found in- 
volving the thoracoabdominal aorta (both dissect- 
ing and penetrating the wall of the aorta), the celiac, 
the superior mesenteric, and both renal arteries. 
A prosthesis was manufactured from a woven 
nylon aortic graft, onto which were sutured stubs 
of frozen-dried iliac arteries to provide the celiac, 
superior mesenteric, and both renal arteries. The 
aneurysm was then resected, the graft inserted, and 
the biood flow reestablished. The insertion of a 
by-pass, as advocated by DeBakey, was accom- 
plished. The insult to the kidneys from prolonged 
ischemia was reflected in a moderately severe 
anuria which required 7 days for return to normal 
volume. Approximately 20 days lapsed before the 
blood urea nitrogen returned to normal. It would 
appear from this instance and from reports by 
other investigators that good recovery may occur 
after renal artery occlusion of at least 1 and per- 
haps 2 hours. The effects of ischemia on the intes- 
tine are difficult to evaluate. Once bowel function 
returned, it appeared to be normal and there was 
no evidence of gastrointestinal hemorrhage or 
mucosal slough in the stools. Likewise, the effects 
of ischemia on the liver are difficult to evaluate, 
although a cephalin-flocculation test of 2+ in the 
immediate postoperative period is in keeping with 
the studies of Child and others on total hepatic 
artery ligation in the monkey, in which the 
cephalin-flocculation test rose to 1+ or 2+. This 
increase was the only abnormal finding. Some 
oxygenation of the liver probably occurred from 
portal blood flow on restoration of blood flow 
through the aorta, since the inferior mesenteric 
artery was intact. 


Considerations Regarding “Recurrence” of Bron- 
chial Carcinoma. G. Maggi. Chir. torac. 10:331-346 
(Aug.) 1957 (In Italian) [Rome, Italy]. 


Reports of recurrent surgical interventions for 
bronchial carcinoma in patients who had been sub- 
jected to a pneumonectomy or a lobectomy are 
infrequent in the literature. The author reports on 
a male patient, 58 years old, who was operated on 
for a suppurating cancer of the lower lobe of the left 
lung in 1952. Symptoms started 1% years before the 
operation. At operation a large peripheral squa- 
mous tumor was removed. There was no evidence 
uf blood-borne or lymphatic vessel metastasis. The 
surrounding parenchyma was free from metastatic 
areas and from carcinoma in situ. A large hilar 
lymph node with a chronic lymphnoditis was not 
involved. Two and a half years later, the patient 
complained of the same symptoms that preceded 
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the first operation. On the 2nd operation, a squa- 
mous tumor from the upper left lobe was removed. 
The histological diagnosis was bronchial carcinoma. 
The lymph nodes at the bifurcation of the bronchi 
were invaded. The patient was still living and well 
a year after the second operation. The opinion of 
the author is that the second neoplastic lesiof was 
not a metastatic but a new primary cancer, because 
it developed from the bronchial epithelium. 


The Postoperative Radical-Mastectomy Syndrome: 
Its Treatment with Stellate Ganglion Block. D. C. 
Moore, L. D. Bridenbaugh, J. W. Baker and C. S. 
Stone. A. M. A. Arch. Surg. 75:946-951 (Dec.) 1957 
[Chicago]. 


The postoperative radical-mastectomy syndrome 
is caused by the extensive surgery necessary to cure 
a malignant invasion of the breast. The character- 
istic sign of this syndrome is edema of the arm and 
the presence of one or more of the following symp- 
toms: accumulation of fluid under the skin flaps 
and in the axilla, delayed wound healing, pain in 
the arm and/or the chest, lymphangitis, induration 
of the arm and/or the chest wall, limitation of 
motion of the shoulder girdle, and hypertrophic 
cicatrix formation. The following factors, any of 
which either singly or in combination is capable 
of causing vasospasm, have been cited as the cause 
of the edema of the arm and could be responsible 
for the other signs and symptoms of the syndrome: 
(1) venous obstruction, (2) lymphatic-vessel destruc- 
tion, (3) infection, (4) mechanical obstruction of the 
vessels by scar formation and metastatic tumors 
and/or fat fold, (5) irradiation therapy, (6) skin 
grafting, and (7) removal of the axillary vein dur- 
ing operation. Chronic vasospasm regardless of its 
cause tends to perpetuate itself and often becomes 
worse, setting up a “vicious cycle,” and can, in many 
instances, be the sole cause of the postoperative 
radical-mastectomy syndrome. 

The efficacy of stellate ganglion block in correct- 
ing chronic vascular spasm and thereby reducing 
the edema of the arm after radical mastectomy has 
been shown by Hanelin and others, who report 
persistent subjective improvement in 20 of 25 cases 
of edema of the arm. One hundred patients, rang- 
ing in age from 35 to 78 years, whose signs and 
symptoms had been present from 1 week to 5 years 
after surgery received 2-12 stellate ganglion blocks. 
Sixty-three of the patients showed marked improve- 
ment, 21 showed moderate improvement, and 16 
of the patients showed no improvement. In the 
latter group only 9 of the 16 patients submitted to 
the prescribed series of blocks, i. e., approximately 
10 blocks. Inasmuch as chronic vascospasm is be- 
lieved to be the causative factor in the syndrome, 
failure to correct vascular spasm early may result 
in fibrosis or scarring sufficient to hold the blood 
vessels in a chronic state of diminished caliber. In 
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such instances the action of stellate ganglion block 
is three-fold. First, it tends to eliminate the vaso- 
spasm caused by surgery, infection, or accumula- 
tion of fluid which in turn probably reduces the 
attendant pain. Second, it increases the blood sup- 
ply to the skin flap and chest wall after the blood 
vessels of the breast have been removed, which has 
the effect of softening the old scar or keeping the 
new scar supple and thus of preventing a slough 
of the skin flap and infection. Finally, any form of 
therapy is a good morale builder, particularly when 
improvement from it is noticeable to the patient. 
The results of a single block are seldom dramatic, 
and experience has led the authors to believe that. 
unless a patient is willing to submit to 7 to 10 
blocks, stellate ganglion therapy should not be in- 
stituted. The refusals to continue the treatment 
after 4 or less blocks (as occurred in 7 of 100 
patients) were due to the minor complications that 
may accompany the block procedure: (1) pain while 
the needle is being placed, (2) hoarseness, (3) 
Horners syndrome, and (4) paralysis of the arm. 
On the basis of this series it is felt that stellate 
ganglion block therapy should be instituted to- 
gether with medical and surgical treatment for 
patients who exhibit the characteristic signs and 
symptoms of the postoperative radical-mastectomy 
syndrome. 


Personal Experience from Gastrectomy for Hemor- 


rhages of the Digestive Tract: Observations on 94 
Cases. J. Patel and J. Lataste. Presse méd. 65:1811- 
1814 (Nov. 9) 1957 (In French) [Paris]. 


Ninety-four gastrectomies were performed in the 
service of one of the authors for severe recent 
hemorrhage of the digestive tract between 1950 and 
1956. There were 14 deaths (14.91%). Three of the 
patients had only melena; 91 had hematemesis. 
Gastric ulcer caused hemorrhage relatively more 
often than did duodenal ulcer, although duodenal 
ulcer predominated among the patients with ulcers. 
This was particularly true of the severe and mod- 
erately severe hemorrhages. Hemorrhages caused 
by gastric cancers were rarely severe, so that sur- 
gery was rarely urgent in these patients. Surgical 
treatment is urgent in case of severe hemorrhage; 
the prognosis becomes more unfavorable if an ex- 
pectant attitude is adopted in these patients. There 
were 84 subtotal gastrectomies with 8 deaths (9.5%), 
5 total gastrectomies all followed by death, and 5 
gastrectomies for exclusion with | death. 

Gastrectomy for exclusion constituted an emer- 
gency operation in patients with a severely bleeding 
duodenal ulcer. When the hemorrhage is profuse, 
it may be necessary to extend the dissection, expose 
the choledochus, and, if necessary, drain it. Resec- 
tion of ulcers at the anastomosis of previous gas- 
trectomies did not prove dangerous; it proved 
successful in all 5 patients in whom it was carried 
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out. The prognosis of total gastrectomy, however, 
is grave, particularly in debilitated patients. In such 
patients a partial gastrectomy (at the upper pole, if 
necessary) should be preferred, even in the pres- 
ence of a carcinoma. The postoperative course in 
the 80 patients who recovered was uneventful, and 
the late results were as good as in patients with 
uncomplicated ulcers. Postoperative deaths were 
more frequent in alcoholics and in patients with 
bleeding gastric ulcers. 


Hirschsprung’s Disease: A Lethal Problem in In- 
fancy. G. W. Dorman. A. M. A. Arch. Surg. 75:906- 
913 (Dec.) 1957 [Chicago]. 


Prior to 1954, Klein and Scarborough collected 
50 cases of Hirschsprung’s disease in newborn in- 
fants and reported 70% fatalities. English literature 
since 1947 lists 156 proved cases in infants under 6 
months of age, of whom 76 (48.7%) died. The type 
and severity of symptoms are governed by a com- 
bination of circumstances affected by the degree of 
compensatory hypertrophy and dilatation of the 
proximal intestine which is capable of peristalsis, 
the degree of inspissation and impaction of feces 
within the proximal and distal segments, and the 
degree of obstruction imposed by the aperistaltic 
intestine. The most frequent manifestation of 
Hirschsprung’s disease in a newborn child is acute 
intestinal obstruction with gaseous abdominal dis- 
tention, hyperactive peristalsis, meconium or fecal 
vomiting, and scanty or absent passage of meconium 
stools during the first few days of life. Less com- 
monly, a profuse and malodorous water diarrhea 
may dominate the picture. In children past the 
neonatal age the symptoms of chronic constipation, 
abdominal enlargement, and diminishing incidence 
of vomiting gradually replace the more dramatic 
symptoms of acute intestinal obstruction observed 
in younger infants. 

Of the 11 infants treated by enterostomy, 10 
have improved dramatically and have done well to 
date. Six have later undergone definitive resection 
of the aganglionic intestine with restoration of con- 
tinuity by the Swenson procedure. This operation 
should not be attempted in small infants, since 
later closure of the enterostomy and definitive re- 
section are best done when the child has reached 
about 20 lb. (9072 Gm.) body weight and is in good 
general health. Bodian, Carter, and Ward sum- 
marized the literature prior to 1951 and pointed 
out the familial incidence of this disease, estimating 
a 20% probability with variation according to sex 
and previous incidence within the same generation. 
They also estimated that about 90% of such patients 
have only the rectum and rectosigmoid colon af- 
fected, while in the remaining 10% a longer segment 
or possibly an entire aganglionic intestine will be 
uffected. A few rare instances of alternating seg- 
ments of aganglionic and normal intestine have 
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been reported, but in the overwhelming majority 
of patients no normal intestine exists between 
the most proximal beginning of the aganglionic 
lesion and the anus. A myenteric anomaly extend- 
ing proximally into the ileum presents a picture 
similar to that of meconium ileus complicating 
cystic fibrosis of the pancreas. Creation of a proxi- 
mal enterostomy is recommended for all afflicted 
infants under 6 months of age in order to avoid 
impending serious complications and to improve 
on the appalling mortality incidence. 


Treatment of Severe Haemorrhage. P. Firt and 
L. Hejhal. Lancet 2:1132-1137 (Dec. 7) 1957 
[London]. 


In some patients with severe hemorrhage the 
quantity of blood theoretically required for replace- 
ment does not accord with the ability of the cardio- 
vascular system to accept intravenous transfusion 
without overloading. The authors investigated this 
question in a series of experiments. One group of 
experiments demonstrated that the cause of cardiac 
overloading and failure during rapid intravenous 
transfusion is not, as has been assumed, solely the 
amount and rapidity of blood inflow. Another group 
of experiments (in which citrated instead of hepari- 
nized blood was used) suggested that the cause of 
cardiac overloading and failure is citrate, added 
to prevent coagulation. It was found that citrate, 
even in small doses, produces vasoconstriction in 
the pulmonary vascular bed and in larger doses 
depresses myocardial activity, both effects leading 
to cardiac overloading and failure. Under condi- 
tions of shock, cardiac disease, severe anemia, and 
liver damage, small doses of citrate may be dan- 
gerous—even those contained in a slow transfusion 
of small quantities of blood. Blood without citrate 
can be safely transfused at rates many times greater 
than can citrated blood, not only intravenously but 
also intra-arterially. The advantage of intra-arterial 
transfusion in the treatment of shock and hemor- 
rhage lies only in the increased rate of citrate filtra- 
tion into the interstitial fluid, compared with the 
rate in intravenous transfusion, thus lowering the 
citrate concentration reaching the myocardium and 
pulmonary vascular circuit. 

The author shows further that the effect of citrate 
during transfusion can be counteracted by calcium 
gluconate and that this effect can be potentiated by 
the intravenous administration of procaine. The use 
of calcium for the treatment of citrate intoxication 
is well known; the authors have merely applied 
this to transfusion techniques. A method of rapid 
intravenous transfusion with simultaneous adminis- 
tration of calcium and procaine was critically 
evaluated in a selected group of surgical, obstetric, 
and gynecological patients, and the results con- 
firmed the experimental data. 
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Problem of Preservation of Ampulla of the Rectum 
in Surgical Therapy of Nonspecific Ulcerative 
Colitis. F. Baldrati. Clinica 17:323-339 (No. 5) 1957 
(In Italian) [Bologna, Italy]. 


The author describes surgical management of 
nonspecific ulcerative colitis in 4 patients, between 
the ages of 31 and 40 years, aiming at preserving 
the continuity of the intestine. Surgical therapy 
included preservation of the ampulla of the rectum, 
colectomy, which was followed by anastomosis be- 
tween the descending colon and the rectum in 1 
patient and ileoproctostomy in 3. The hospitaliza- 
tion period ran from 17 to 30 days. No postoperative 
complications caused by surgical intervention were 
observed. Patients had a liquid stool during the 
first few days after operation, which improved later 
and stabilized at 4 to 5 solid stools a day. The Ist 
patient, who was subjected to colectomy combined 
with anastomosis, was seen 7 years after the opera- 
tion. She had resumed her household duties, had 
regained weight, and had normal solid stools 2-3 
times a day. The 2nd patient had been frequently 
seen for 3 years. He was able to return to hard 
work as agricultural technician and had gained 15 
kg. in weight. He passed 4-5 semi-solid or liquid 
but never bloody stools a day. Recently he was 
hospitalized for an abscess adjacent to the anus, 
which was successfully treated. The 3rd _ patient 
was last seen 15 months after the operation. She 
was able to resume normal life, gained 12 kg., and 
passed 4-5 semi-solid stools a day. The 4th patient, 
who was seen 8 months after operation, had a simi- 
lar recovery. The ampulla of the rectum of the 4th 
patient was normal, but the termination of the 
ileum was larger and occasionally subject to spas- 
modic attacks. 


The Results of Thrombophlebitis Treatment. V. |. 
Popov and P. P. Alekseev. Vestnik Khir. 79:23-31 
(Nov.) 1957 (In Russian) [Leningrad]. 


The authors advocate early ambulation, leg and 
feet exercises, and, in some cases, internal adminis- 
tration of anticoagulants as basic prophylactic 
measures against postoperative occurrence of 
thrombophlebitis and phlebothrombosis. They stress 
the advantages in the prophylaxis of these compli- 
cations of the performance of intravenous infusions 
in the distal direction, that is, against the blood 
current. When the great saphenous vein is used for 
a prolonged transfusion with either blood or various 
solutions in the course of major surgical interven- 
tions, the needle should be directed distal to the 
current of the blood. The frequent occurrence of 
thrombophlebitis and phlebothrombosis of the great 
saphenous vein after prolonged infusions is due to 
the effect of the infused substances on the vessel 
wall because of their insufficient dilution by the 
recipient's blood. The effect is one of vasospasm, 
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interference with the nutrition of the vessel, des- 
quamation of the endothelium of the intima, and 
the formation of intraluminal thrombosis. Of 295 
patients operated on and treated by intravenous 
transfusion given in the proximal direction of the 
blood current, 47 (16%) developed thrombophle- 
bitis, while of 106 patients in whom intravenous 
transfusions were performed in the distal direction 
thrombophlebitis occurred in 4 (3.7%). 

For the actual treatment of acute or chronic 
thrombophlebitis, the authors advocate intra-arterial 
infusion of penicillin and novocaine into the artery 
of the affected limb. The effect of novocaine on the 
peripheral nervous system is to eliminate patho- 
logical reflexes and thus to prevent vasospasm. 
while penicillin, in addition to its antiseptic prop- 
erty, increases the permeability of the tissues and 
stimulates the function of the reticuloendothelial 
system. The treatment consists of daily intra-arterial 
infusion of 20 cc. of 0.5% novocaine solution and of 
250,000 to 300,000 units of penicillin for 10 to 14 
days. Daily estimation of prothrombin and coagu- 
lation time of blood are performed. Anticoagulants 
are given if the blood prothrombin rises. Of 54 
patients treated for acute or chronic thrombophle- 
bitis by this method, 39 have given an excellent 
result and the rest a satisfactory result. 


NEUROLOGY & PSYCHIATRY 


The Role Played by the Destruction of the Globus 
Pallidus in the Improvement of Parkinson’s Syn- 
drome. G. Guiot. Semaine hép. Paris 33:3711-3714 
(Nov. 6) 1957 (In French) [Paris]. 


The results obtained by the author with surgical 
destruction of the globus pallidus, which was per- 
formed on patients with Parkinsonism, agree with 
those obtained by other workers in that they war- 
rant the use of this surgical method from the 
practical point of view because of the definite im- 
provement of symptoms. However, it is difficult to 
conceive of this method physiologically. It is much 
more difficult to control the tremor than to suppress 
hypertonia and to improve akinesia. The most sim- 
ple effect of pallidotomy is one of reduction of 
muscle rigidity. Although Bucy believes that the 
control of the tremor cannot be achieved without 
a lesion of the internal capsule, which is associated 
with the destruction of the globus pallidus, the 
author obtained highly satisfactory results concern- 
ing tremor as well as rigidity in 1 patient whose 
internal capsule had remained unimpaired. The 
tremor persisted in another patient despite damage 
inflicted on the internal capsule. Although unob- 
trusive symptoms of a motor injury definitely occur 
after pallidotomy, this “pyramidal touch” cannot be 
considered responsible for the improvement in 
tonus and kinetics when this improvement differs 
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considerably from the effects of authentic pyra- 
midotomy, when there is pronounced disproportion 
between the importance of the improvement and 
the occasionally observed pyramidal signs, and 
when the improvement consists precisely in the 
restoration of what one still considers the function 
of the pyramidal tract. 

Improvement of hypertonia and akinesia seems 
to be definitely related to the destruction of the 
globus pallidus, while that of the tremor is still 
debatable. The exact anatomic definition of the 
effectively produced lesion and the critera for its 
effectiveness, i. e., its topography, extent, and 
quality, have not vet been firmly established. One 
may, however, state that the effectively produced 
lesion is situated in an area which has been ap- 
proximately limited and is likely the most suitable 
for a thorough intervention on the pathophysi- 
ological mechanism of Parkinsonism. 


Treatment of Delirium Tremens. L.-M. Gunne. 
Nord. med. 57:703-706 (May 16) 1957 (In Swedish) 
[Stockholm]. 


From March, 1952, to February, 1955, 44 patients 

with severe delimium tremens were treated by ac- 
tive routine methods, including electroshock, high 
doses of cortisone, vitamins B and C and supportive 
liver therapy, and parenteral administration of 
hypertonic and isotonic fluids, with promazine and 
later chlorpromazine as sedatives. Seven patients 
died. From March, 1955, to October, 1956, the 
medical treatment was limited to vitamins B and C, 
with antibiotics as needed. Sometimes blood pres- 
sure stimulants and antiepileptics had to be ap- 
plied. Intensified observation of the patients was 
stressed, with rapid correction of threatening symp- 
toms. Fluids were given mostly by mouth. Mainly, 
conservative therapy and careful nursing gave bet- 
ter results than did the earlier more active therapy. 
The mortality in 100 consecutively treated cases 
was 2%, 
Experimental Cerebral Infarction: The Effect of 
Dicumarol., W. A. Sibley, J. H. Morledge and L. W. 
Lapham. Am. J. M. Sc. 234:663-677 (Dec.) 1957 
[Philadelphia]. 


The authors produced cerebral infarction in 36 
dogs by the injection of homologous clot fragments 
into the carotid artery. Eighteen of the 36 dogs 
were given orally a single dose of bishydroxy- 
coumarin (Dicumarol) in amounts varying from 150 
mg. to 200 mg. or about 10 mg. per kilogram of 
body weight. The other 18 dogs did not receive 
anticoagulant therapy and served as controls. Mod- 
erately or severely hemorrhagic cerebral infarction 
was frequently compatible with survival and clini- 
cal improvement in the untreated animals; thus, of 
1] untreated animals which survived the infarction, 
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8 had hemorrhagic cerebral infarcts. A clinical 
course of progressive improvement was fatally re- 
versed as a result of hemorrhagic changes occurring 
in and about the cerebral lesions in 4 of 12 animals 
surviving cerebral infarction by more than 24 hours 
and treated with bishydroxycoumarin. Death oc- 
curred in 2 of these animals in association with 
prolongation of prothrombin time of a degree not 
unusual in clinical practice. With greater prolonga- 
tion of prothrombin time death occurred in the 2 
other animals as late as the 9th and 14th days after 
infarction. Five of 7 animals surviving cerebral in- 
farction and treatment with bishydroxycoumarin 
had infarcts of the brain which were grossly of the 
anemic variety. 

The results of these experiments indicate that 
administration of bishydroxycoumarin increases the 
hemorrhagic tendencies of experimentally produced 
embolic infarcts of the brain in dogs. These find- 
ings are interpreted as providing confirmatory 
evidence for the belief of many clinicians that anti- 
coagulant drugs are contraindicated after recent 
embolic infarction of the brain in man. Caution is 
suggested in the use of anticoagulant agents in 
‘ases diagnosed clinically as cerebral thrombosis, 
because of difficulties in clinical distinction between 
thrombotic and embolic infarction of the brain. 


Hemiballismus Secondary to Metastatic Carcinoma 
of the Gall Bladder. L. J. Lemmen, J. S$. Davis and 
E. R. Fisher. Neurology 7:873-874 (Dec.) 1957 
[Minneapolis]. 


Hemiballismus, a type of involuntary movement 
which may result from a lesion in the contralateral 
subthalamic nucleus or its anatomic connecting 
pathways, was observed by the authors in a patient 
who had gallbladder carcinoma with a metastatic 
tumor nodule in the region of the subthalamic 
nucleus. The patient was a 59-year-old man, who 
experienced involuntary movement of the right arm 
for 1 month. This developed suddenly while he was 
shoveling coal into a furnace. Slight uncontrolled 
activity in the right leg was noted by his wife dur- 
ing the week prior to hospital admission. When 
first examined the patient was oriented, coopera- 
tive, and without aphasia. Recurrent, gross, pur- 
poseless “throwing” motion of the right arm, 
shoulder, and hand accompanied by facial grimac- 
ing was evident. The patient could stop these 
activities voluntarily for only 30 seconds. These 
abnormal movements would begin in a_ similar 
length of time if the extremity was externally re- 
strained. An occasional kicking motion occurred in 
the right leg. General physical examination dis- 
closed no abnormalities. Laboratory studies, includ- 
ing urinalysis and a complete blood count, and a 
serologic test for syphilis were within normal limits. 

Subsequently, the patient became confused, his 
speech became explosive, and he had outbursts of 
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animal-like cries. The oral or intramuscular admin- 
istration of Nembutal every 4 hours resulted in 
somnolence and almost complete cessation of the 
involuntary movements. Reserpine, chlorpromazine, 
and zoxazolamine had no effect on the involuntary 
movements. Eight days before death he experienced 
melena for a 48-hour period and 3 days later had 
coffee-ground emesis and became unresponsive. 
Involuntary movements of the right upper extremity 
persisted until shortly before death. Autopsy dis- 
closed a polypoid adenocarcinoma of the fundus of 
the gallbladder. A similar neoplasm was found in 
periportal lymph nodes, liver, and brain. Hemi- 
ballismus resulting from metastatic neoplasms in 
the subthalamic region has been reported most 
frequently from a primary breast tumor. The case 
presented is of interest because the patient's initial 
complaints were due to central nervous system 
involvement. 


GYNECOLOGY & OBSTETRICS 


The Prognosis of Carcinoma of the Endometrium in 
Its Different Stages Treated by Surgery Combined 
with Postoperative Radiotherapy. L. Lindgren. Acta 
obst. et gynec. scandinav. 36:426-438 (No. 4) 1957 
(In English) [Stockholm]. 


The author reports on 525 women with carcinoma 
of the endometrium treated by postoperative radio- 
therapy at the Radiumhemmet in Stockholm. The 
cases are analyzed with special reference to the 
degree of infiltration of the growth in the uterine 
wall. Four hundred eleven of the 525 patients were 
treated by primary surgery combined with post- 
operative radiotherapy, and 114 received postopera- 
tive radiotherapy for recurrent carcinoma of the 
endometrium after primary surgery. Of the 411 
patients, 347 had carcinoma of the body of the 
uterus, 29 had carcinoma of the body of the uterus 
and endocervical carcinoma, and 35 had carcinoma 
of the uterus and the ovaries. The prognosis was 
better in patients with superficially infiltrative 
carcinoma. This type predominated in patients in 
whom the body of the uterus alone or possibly also 
the ovaries were involved. In patients with carci- 
noma of the body of the uterus and endocervical 
carcinoma, the incidence of the deeply infiltrating 
type was higher, suggesting that this latter type 
was generally in an advanced stage, even in its 
primary site, at the time of diagnosis. The reverse 
held true in patients with carcinoma of the uterus 
and the ovaries. This suggests that carcinoma of 
the body of the uterus can spread by way of the 
fallopian tubes at an early stage when infiltration 
is still superficial. 

The patients were grouped according to Reuter- 
wall’s histological classification. Superficial infiltra- 
tion was more common with highly differentiated 
adenocarcinoma. This finding assumes importance 
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in relation to the choice of treatment. The prog- 
nosis was much more unfavorable in patients in 
whom complete removal of the growth proved im- 
possible or in whom perforation of the uterus had 
occurred accidentally either at operation or at pre- 
operative curettage. It appeared to be of no impor- 
tance to the results whether supravaginal or total 
hysterectomy was performed, provided the cervix 
was not involved and postoperative radiotherapy 
was given to the cervix and the vagina. Supra- 
vaginal hysterectomy carries an unfavorable prog- 
nosis if the cervix is involved. No relationship was 
found between the radium doses which were used 
and the obtained results. The doses used for post- 
operative radium treatment of patients with carci- 
noma of the endometrium were small compared 
with those doses given in primary irradiation treat- 
ment of the condition. The survival rates, i. e., a 
relative 5-year survival rate of 93.5% and a cor- 
rected 5-vear survival rate of 97.3%, of patients with 
a superficial degree of infiltration subjected to 
hysterectomy and removal of both adnexa were so 
high that it may reasonably be assumed that the 
treatment given was sufficient. In addition it ap- 
peared to lessen the risk of vaginal and cervical 
recurrence. The corrected 5-year survival rate 
among patients with deeply infiltrating carcinoma 
of the body of the uterus was only 67.6% (81.9% in 
those in whom both adnexa were removed). Every 
effort should therefore be made to improve the 
results in the latter cases. These data show clearly 
that postoperative irradiation cann.. be adequately 
planned in patients with carcinoma of the endo- 
metrium unless the degree of infiltration is known. 
Histological determination of the degree of infiltra- 
tion, therefore, is of major importance. 


Constitutional Virilism. D. Ferriman, P. K. Thomas 
and A. W. Purdie. Brit. M. J. 2:1410-1412 (Dec. 14) 
1957 [London]. 


In an attempt to assess the clinical significance of 
idiopathic hirsutism in women, the authors com- 
pared the association between hirsuties and body 
build and 17-ketosteroid excretion in 43 hirsute 
and 101 nonhirsute women between the ages of 18 
and 44 years. The association generally believed to 
exist between hirsuties and oligomenorrhea was 
investigated in 53 hirsute patients and 296 non- 
hirsute patients. The sisters and mothers of 29 
women below the age of the menopause with a 
major degree of hirsuties were studied so as to 
ascertain the familial incidence of the condition. 
Results revealed an association between hirsuties 
and 2 other masculine characteristics in women, 
namely, increased shoulder width and raised 17- 
ketosteroid excretion. There was also a significant 
correlation between hirsuties and oligomenorrhea. 
The term “constitutional virilism” is a convenient 
one to describe the composite syndrome. The con- 
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dition appears to be genetically determined, and 
the results obtained suggest that the inheritance is 
multifactorial. 


Treatment with Anticoagulants of Pregnant Women 
with Previous Severe Toxemia. J]. Lo@vset, K. Knut- 
sen and A. Jakobsen. Acta obst. et gynec. scandinav. 
36:492-498 (No. 4) 1957 (In English) [Stockholm]. 


The authors report on 12 pregnant women be- 
tween 20 and 40 years of age or more in whom 1 
or more fetuses had died in the course of previous 
pregnancies complicated by severe toxemia. These 
women had lost a total of 16 infants during the 
period between the 28th and 40th week of their 
pregnancies. They were given prophylactic anti- 
coagulant therapy from the 4th or 5th month of 
pregnancy in an attempt to reduce the tendency to 
placental infarction caused by toxemia and to pro- 
long the intra-uterine life of the fetus. All 12 pa- 
tients gave birth to infants who survived. The 
weight of the babies varied from 2.5 kg. (5 Ib.) to 
4 kg. (9 lb.) and that of the placentas from 400 to 
770 Gm. Some of the patients had a slight rise in 
blood pressure and an occasional trace of albumin 
in the urine, but none of them had preeclampsia or 
eclampsia. No complications due to anticoagulant 
treatment were observed. 


Sarcoidosis: The Effects of Pregnancy and of Sub- 
sequent ACTH and Corticoid Therapy on the Dis- 
ease. W. A. Peters Jr. and W. Spaeth. North Caro- 
lina M. J. 18:548-552 (Dec.) 1957 [Winston-Salem]. 


Sarcoidosis is characterized by _tubercle-like 
lesions composed of epithelioid and giant cells but 
manifesting little or no caseous necrosis. Any organ 
may be affected, but the process is more prone to 
involve lymphoid tissue. Lesions also commonly 
occur in the skin, bones of the hands and feet. 
lungs, eyes, parotid gland, spleen, and liver. The 
27-year-old woman whose history is presented had 
pulmonary sarcoidosis. During the 5 vears that she 
was under observation, full-term pregnancy and 
delivery occurred twice. Remission of sarcoidosis 
took place during the early weeks of the first preg- 
nancy, and relapse was observed within 3 months 
post partum. Remission was again induced with 
corticotropin therapy. After a subsequent preg- 
nancy, relapse of sarcoidosis occurred within 3 
months post partum. Remission was again induced 
with adrenal cortical steroid therapy. 

The literature presenting evidence for the pro- 
duction of corticotropin by the human placenta is 
reviewed. It is suggested that the remission of the 
disease observed during pregnancy was due to 
placental production of corticotropin. It is con- 
cluded from this study and a review of the litera- 
ture that therapeutic abortion is not indicated if 
the disease is discovered early in pregnancy. In an 
addendum, the authors mention the report appear- 
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ing in THE JourNAL (164:158 [May 11] 1957), in 
which 16 pregnancies in 10 patients with sarcoido- 
sis also demonstrated the ameliorating effect of 
pregnancy on sarcoidosis. It has been suggested 
that improvement of sarcoidosis during pregnancy 
may be due to the increase in the production of cor- 
ticoids by the adrenals during gestation. 


Rare Feticide Accident: Electric Shock. E. M. Baldi. 
Obst. y ginec. latino-am. 15:363-364 (Sept.-Oct.) 
1957 (In Spanish) [Buenos Aires]. 


Accidents caused by electric shock are frequent, 
but reports of these accidents in pregnant women 
are extremely rare. Two cases have been reported 
in the literature and another has been reviewed. In 
all 3 cases, as well as in the case reviewed in this 
report, the electric shock was caused by a current 
of 220 v. The first woman received the electric 
shock in the 7th month of pregnancy. She had no 
burns. Hydramnious developed. Spontaneous de- 
livery of a living infant occurred at the 8th month 
of pregnancy. The infant had scars (already epithe- 
liazed) on the ears, elbows, knees, and dorsum of 
the hands and feet. He died 3 days after birth. No 
disease (syphilis or other) which might have caused 
the scars was found at autopsy. The second woman 
was in the 3rd month of pregnancy when she suf- 
fered the shock and burns. A few hours later 
metrorrhagia appeared which could not be con- 
trolled by medical treatment. The product of con- 
ception was removed by surgical evacuation of the 
uterus. In the case reviewed the woman was in the 
6th month of pregnancy when she suffered the 
electric shock. Spontaneous delivery of a dead, 
macerated fetus occurred 3 weeks after the acci- 
dent. The subject of this report was a multiparous 
woman at the 8% month of normal pregnancy when 
she received the electric shock. Immediately after 
the woman had recovered from shock she noticed 
ihat the fetal movements had stopped; this fact was 
confirmed by the gynecologist. Spontaneous de- 
livery of a dead macerated fetus occurred 6 days 
after the accident. Examination of the fetus did 
not reveal any cause of the sudden death of the 
fetus other than the electric shock received by the 
mother. 


PEDIATRICS 


Studies on Cyclic Neutropenia; A Clinical and Ex- 
perimental Investigation. A. R. Page and R. A. 
Good. A. M. A. J. Dis. Child. 94:623-661 (Dec.) 1957 
[Chicago]. 


The authors collected from the world literature 
23 cases of cyclic neutropenia, a rare disease char- 
acterized by the regular disappearance of neutro- 
phils from the circulating blood at approximately 
21-day intervals. In 10 female patients between the 
ages of 3 and 64 years and in 13 male patients be- 
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tween the ages of 2 and 77 years the neutropenic 
phase of the cycle was generally associated with 
clinical manifestations of fever, malaise, and the 
appearance of ulcers in the oral mucous membranes. 
Other symptoms, which were not common to all the 
patients, included intermittent arthralgia, abdom- 
inal pain, sore throat, lymphadenitis, headache, 
ischiorectal infections, mental depression, conjunc- 
tivitis, and cutaneous ulcers. The authors present a 
detailed report on a 15-year-old white girl with 
cyclic neutropenia in whom the diagnosis was made 
at the age of 11 years. She showed the characteristic 
symptoms of the disease. 

An extensive search was made in an effort to 
determine the causative mechanism of the disease. 
Transfusion of the neutropenic patient's blood into 
a patient with myelogenous leukemia and infusion 
of large amounts of the patient’s serum and blood 
obtained during the neutropenic phase into 1 child 
with leukemia, 2 normal children, and 1 child with 
mild leukocytosis did not produce fever, oral ulcers, 
skin ulcers, or leukopenia. Even though 3 different 
methods of demonstration were used, no leuko- 
agglutinins could be found at any time during the 
cycles of neutropenia. These findings suggest that 
there is no immunological basis for the disease. A 
toxic factor which might injure the polymorpho- 
nuclear leukocytes, account for the “toxic” appear- 
ance of the cells which was observed, and result in 
the cyclic neutropenia was sought by studying the 
migration and phagocytic ability of these cells. No 
evidence of the appearance of a factor injurious or 
destructive of neutrophils was found in the periph- 
eral blood at any time. Serial bone marrow speci- 
mens obtained during various neutropenic phases 
revealed cyclic fluctuations of the concentration of 
reticulum cells, myeloblasts, promyelocytes, neu- 
trophilic myelocytes, and neutrophilic metamyelo- 
cytes. These observations indicated that the cyclic 
neutropenia is due to a cyclic arrest of production 
of the entire neutrophil series. Studies of the pa- 
tient’s growth and development, menstruation, and 
specific pituitary-adrenal-gonadal function did not 
reveal any evidence of a hormone factor responsible 
for this syndrome. Taking advantage of the cyclic 
fluctuation in the neutrophil count, an attempt was 
made to evaluate the role of the neutrophils in 
several biological processes. Findings suggested 
that neutrophils do not perform a function essential 
to the production of circulating antibodies, that the 
production of acute-phase serologic reactions do 
not depend on the presence of neutrophils, that 
endogenous pyrogen derived from polymorpho- 
nuclear leukocytes does not play an important role 
in the reaction produced by these toxins in man, 
that neutrophils are not essential to the develop- 
ment of a high degree of refractoriness to the toxic 
and pyrogenic effects of gram-negative bacterial 
endotoxins, and that the neutrophilic infiltration in 
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some way conditions the lymphocytic invasion and 
consequent macrophage accumulation in acute in- 
flammation. 

Attempts at treatment included prophylactic and 
therapeutic administration of antibiotics, parenteral 
injection of normal leukocytes during the neutro- 
penic phase of the cycle, a thorough trial of both 
corticotropin and cortisone in large doses, sple- 
nectomy, and micrococcic (staphylococcic) vaccine 
therapy. None of these measures resulted in signifi- 
cant alteration of the cyclic neutropenia. 


Ebstein’s Anomaly: Presentation of Ten Cases. 
F. E. Mayer, A. S. Nadas and P. A. Ongley. Circu- 
lation 16:1057-1069 (Dec.) 1957 [New York]. 


The authors present observations on 10 patients 
with Ebstein’s anomaly who were observed at the 
Children’s Medical Center in Boston and who 
ranged in age up to 25 years. There were 4 males 
and 6 females. Postmortem material was available 
in 4; cardiac catheterization had been performed 
in 4 and angiocardiography in 2. The findings in 
these 10 patients were correlated with those re- 
ported in the literature to emphasize certain clinical 
features that are of diagnostic value. The symptoms 
are usually mild, with cyanosis, dyspnea, fatigabil- 
ity, and, commonly, a history of bouts of palpita- 
tion. The physical findings are characterized by 
normal growth, frequent cyanosis, and infrequent 
clubbing, a quiet cardiac impulse and a systolic 
thrill between xiphoid and apex, a triple or quad- 
ruple rhythm, a second sound diminished at the 
pulmonary area, and a combination of systolic and 
diastolic murmurs maximal at the lower left sternal 
border or apex. Phonocardiographic studies con- 
firm the presence of a triple or quadruple rhythm, 
show a delayed first sound of normal intensity, and 
demonstrate a systolic murmur of moderate in- 
tensity and medium frequency and a _ presystolic 
murmur at the lower left sternal border and apex. 
Less constant is a mid-diastolic murmur in this area. 

The characteristic electrocardiogram has tall P 
waves, frequently prolonged atrioventricular con- 
duction, considerable right bundle-branch block. 
and right ventricular potentials of low amplitude. 
Radiologic examination reveals marked cardio- 
megaly, a contour consistent with enlargement of 
the right side, a narrow base, diminished pulmonary 
vascular markings, and a poorly delineated pul- 
monary artery. Angiocardiography reveals a huge 
right atrial chamber with delayed emptying, poorly 
opacified pulmonary radicles, and frequent evi- 
dence of a right-to-left shunt. Cardiac catheteriza- 
tion demonstrates a large atrium, displacement of 
the tricuspid valve to the left, moderately elevated 
right atrial pressure, normal right ventricular sys- 
tolic pressure, and absence of a significant gradient 
across the pulmonary valve. Peripheral arterial 
oxygen unsaturation is usual. The authors stress 
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the importance of clinical recognition of this entity 
in view of the hazard involved in undertaking car- 
diac catheterization and surgical procedures in 
these patients. 


Investigation of the Metabolic Effects of Metacor- 
tandracin and Metacortandralone in Healthy Chil- 
dren. W. Tangheroni and R. Bartalena. Minerva 
pediat. 9:888-893 (Sept. 8) 1957 (In Italian) [Turin, 
Italy]. 


Metabolic effects of prednisone (Metacortandra- 
cin) and prednisolone (Metacortandralone) were 
studied in 10 healthy children, 8 to 12 years of age, 
divided in 2 equal groups. Each group received a 
daily dose of 15 mg. of prednisone and predniso- 
lone, respectively, for a period of 7 days. Determi- 
nation of blood and urine sugar levels was carried 
out before and after the administration of the 
steroids. Blood glucose level tended to rise slightly 
and was higher in the group receiving prednisone, 
remaining, however, within its physiological values. 
Cholesterol concentration of the serum increased 
markedly and doubled in some of the children. 
Urinary nitrogen and total protein levels did not 
rise appreciably. Hematocrit concentration rose in 
both groups and was more pronounced in the chil- 
dren of the group receiving prednisone. Excretion 
of potassium increased in 7 children and was more 
clearly seen in those given prednisone. Slight de- 
crease of the concentration of sodium and chloride 
in the blood was observed in both groups. Fall in 
the number of circulating eosinophils was more 
pronounced in the group given prednisone. Both 
drugs caused suppression of urinary 17-ketosteroids. 
Diuresis appeared in both groups at the end of the 
trial. The steroids caused no alteration of either 
arterial pressure or of electrocardiographic findings 
and led to no change in body weight. 

The authors conclude that the most important 
metabolic effect of prednisone and of prednisolone, 
as opposed to that of cortisone, was their intense 
diuretic action and the increased excretion of 
chlorides and sodium ions in the urine. 


Duplication of the Stomach: A Case Report. W. B. 
Kiesewetter. Ann. Surg. 146:990-993 (Dec.) 1957 
| Philadelphia]. 


The author reports on a newborn Negro female 
infant in whom a freely movable, hard mass about 
the size of an orange was palpated in the left upper 
quadrant just under the abdominal wall. Repeated 
bouts of vomiting led to physical examination, fol- 
lowed by radiologic demonstration of a large oval 
shadow of water density occupying the left upper 
quadrant. The mass seemed to impinge on the 
greater curvature of the stomach and to displace 
the transverse colon downward. Exploratory lap- 
arotomy revealed a duplication of the stomach at- 
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tached to the middle portion of the greater curva- 
ture. It was possible to resect the mass with small 
sacrifice of the stomach, since its attachment to the 
stomach was along a narrow strip that extended 
about 8 cm. The specimen was 8 cm. by 4 cm., with 
an attachment to the stomach 1 cm. in width. 
There was a common wall between the stomach 
and the mass, revealed by microscopic section. The 
infant’s postoperative course was uneventful. Fol- 
low-up examinations showed full and normal de- 
velopment in all respects. 

The findings in this infant would fit Bremer’s 
concept of duplication of the stomach. He believes 
that duplication of the stomach may well occur 
from an inpouching of the mucous membrane of 
the large lumen of the stomach and that the mucosa 
then becomes adherent along one line; the mus- 
cular coats in some fashion follow around the 
adherence of the mucosa, and 2 separate tubes de- 
velop, attached to each other by a common sero- 
muscular wall. A total of 27 cases of duplication of 
the stomach have been recorded in the English 
literature through 1956; 15 of these occurred in the 
pediatric age group. The case of the successfully 
treated infant is the 16th reported on. 


Thyroid Dysfunction in Goitrous Children: Radio- 
iodine Studies and Plasma Chromatograph Analysis 
for Thyroid Hormone. R. H. Kunstadter, R. M. 
Kohlenbrener and L. Oliner. A. M. A. J. Dis. Child. 
94:682-690 (Dec.) 1957 [Chicago]. 


The authors report on 3 boys between the ages 
of 6 and 9 years, 2 of whom were brothers and 
presented the clinical aspect of goiter and sugges- 
tive hypothyroidism, and the third of whom showed 
goiter, dwarfism, and several congenital defects. 
The laboratory results indicated thyroid hyperac- 
tivity in all 3 patients. It was only after plasma 
chromatographic studies were done that the nature 
of the defect was revealed, i. e., that of apparent 
failure of the thyroid to deshalogenate the hormone 
precursors, which were released into the plasma. 
Normally, the precursors are not found in the 
plasma. Despite the fact that thyroid hormone was 
found in the blood of these patients, it is logical to 
assume that it was present in insufficient amounts, 
since peripheral signs of hypothyroidism were pres- 
ent. Quantitative thyroxin determinations were not 
done. The observed high radioactive serum protein- 
bound iodine concentration and serum protein- 
bound iodine level can be explained on the basis 
of circulating plasma iodinated hormonal pre- 
cursors in addition to triiodothyronine and_thy- 
roxin. 

The suggestion of clinical hypothyroidism in the 
2 brothers and the goiters of all 3 patients can be 
explained on the basis of probable insufficient cir- 
culating thyroid hormone, resulting in increased 
release of thyrotropin. From the study of these 3 
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patients, it is evident that persons with inborn 
errors of thyroid metabolism may or may not mani- 
fest the usual clinical features of hypothyroidism. 
Determination of serum protein-bound iodine level, 
radioactive iodine uptake, and radioactive protein- 
bound iodine concentration may be insufficient to 
clearly define the metabolic abnormality. Chroma- 
tographic analysis of circulating radioactive pro- 
tein-bound iodine compounds is necessary to define 
the defect. It would be helpful to know the plasma 
thyroxin level in both normal children and children 
with thyroid dysfunction. 


Kernicterus and Mental Deficiency. C. B. Courville. 
Bull. Los Angeles Neurol. Soc. 22:177-182 (Dec.) 
1957 [Los Angeles]. 


Mental deficiency is one of the serious residuals 
not infrequently found in children who have sur- 
vived more advanced states of neonatal jaundice 
(kernicterus). This condition varies in degree, but 
in individuals with crippling motor involvement, 
the intellectual defect is usually so marked as to 
be described as an amentia. The author describes 
his studies of the structural changes in the brain 
of a boy who had developed jaundice after birth 
and who survived to the age of 4 years. The boy 
had a mental defect along with an advanced de- 
gree of spastic paralysis. At autopsy only a mild 
degree of frontal cortical atrophy was noted. On 
microscopic examination, however, a marked wide- 
spread patchy loss of nerve cells was found in this 
region. Since this pattern of change is also that 
found in cases of cerebral anoxia, the question is 
raised as to whether the blood pigment in neonatal 
jaundice may somehow affect the cortical capillary 
system as well as the individual nerve cells of the 
cortex and corpus striatum. It is more likely that 
anemia in the infant, secondary to destruction of 
red blood cells, results in a form of anoxemia 
(anemic form) which is capable of producing the 
typical cell loss in the cortex. 


UROLOGY 


Prolonged Treatment of Urinary-Tract Infections 
with Sulfamethoxypyridazine. H. G. Grieble and 
G. G. Jackson. New England J. Med. 258:1-7 (Jan. 2) 
1958 [Boston]. 


Many patients with chronic urinary-tract infec- 
tions are refractory to treatment with the available 
antibacterial drugs. The recent introduction of a 
new sulfonamide, sulfamethoxypyridazine, provided 
a drug that seemed suitable for the trial of long- 
term chemotherapy. This paper deals with its anti- 
bacterial effect among patients with urinary-tract 
infections and includes observation of drug levels 
in patients with and without renal insufficiency. 
The bacteriological data were considered suitable 
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for evaluation of the effectiveness of the drug in 48 
patients. The average duration of treatment with 
sulfamethoxypyridazine was 35'2 days per patient. 
Three-fifths of the patients were treated for at least 
3 weeks, a third for a minimum of 6 weeks, and 6 
patients for 60 to 250 days. Except for a few patients 
who were given daily doses of 1 Gm. of sulfameth- 
oxypyridazine, al] patients received an initial load- 
ing dose of 2.5 Gm. followed by 0.5 Gm. per day. 
Children were given comparable doses calculated 
on a weight basis. Nine patients had 2 courses of 
therapy, and 2 received 4 courses. 

Antibacterial concentrations of free sulfonamide 
were maintained in the serum and the urine. Ad- 
verse reactions were observed in 6.4% of the patients 
during the first course of treatment. A favorable 
clinical response was observed in 80% of the pa- 
tients with acute infections and 24% with chronic 
infections. Bacteriological cure was achieved in 21% 
of the group. The antibacterial effect was compa- 
rable with the results achieved with standard doses 
of other sulfonamides. Escherichia coli was the 
organism most responsive, whereas the results with 
other species were, in general, poor. Susceptible 
bacterial strains were eradicated after one or two 
weeks of treatment, or not at all. The nature of the 
bacterial infection and the therapeutic results were 
significantly influenced by certain host factors. The 
low proportion of patients cured of urinary-tract 
infections is not unusual. Mixed bacterial cultures 
and superinfections during and immediately after 
treatment were the principal cause for the failure. 


Concepts of Pyelonephritis: Experience with Renal 
Biopsies and Long-Term Clinical Observations. 
G. G. Jackson, K. P. Poirier and H. G. Grieble. Ann. 
Int. Med. 47:1165-1183 (Dec.) 1957 [Lancaster, Pa.]. 


In an analysis of 4,425 autopsies, the authors 
found the incidence of pyelonephritis to be 9%. The 
lesions were of major pathological importance in 
one-third of the cases, or in 3% of the autopsies. 
After most of the current antibiotics became avail- 
able, the incidence was still 6.3%. In another sur- 
vey of 71 patients with predominantly unilateral 
kidney disease, who underwent nephrectomy with- 
in the decade from 1945 to 1954, pyelonephritis 
was present as a significant lesion of the resected 
kidney in 57% of the cases. A third group of 50 
patients, selected because of bacteriuria, with or 
without symptoms, were subjected to biopsy of a 
kidney specimen. Seventy-five per cent of these 
had pyelonephritis according to the biopsy. The 
data from this group of patients are presented. 
Clinically, the 50 patients are classified as follows: 
Group 1 included 4 patients with asymptomatic 
bacteriuria. Group 2a was composed of 7 patients 
with acute pyelonephritis, characterized by fever, 
flank tenderness, dysuria, and cloudy urine; some 
had had previous similar attacks, followed by clin- 
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ical and bacteriological recovery. In group 2b were 
placed 11 patients who had chronic urinary symp- 
toms and persistent infection with intermittent epi- 
sodes of acute illness. Group 2c included 18 patients 
who had had occasional backache or dysuria but no 
history of acute pyelonephritis. Finally, 10 patients, 
in group 3, had shown systemic symptoms, with 
azotemia and or hypertension but few or no urinary 
svmptoms. 

The symptoms of patients with pyelonephritis 
were not a reliable index of the severity, or even 
of the presence, of the disease. Acute clinical 
pyelonephritis was often associated with the find- 
ing of gram-negative bacteria in biopsy specimens. 
The biopsy findings in the acute stage suggested a 
diffuse exudative reaction in the tubular portion of 
the kidney, with minimal interstitial nephritis. Kid- 
ney function was not impaired. Chronic pyelone- 
phritis was more closely related to the duration of 
the infection than to the severity of the symptoms. 
Lesions appeared to be diffusely scattered through- 
out the kidney. The biopsy specimens showed in- 
filtration of the interstitial tissues and variable de- 
grees of glomerular and vascular inflammation. In 
advanced lesions, different histological components 
predominated, which suggested vascular or tubular 
obstruction. Individuals varied in functional im- 
pairment. Diminished renal blood flow, with rela- 
tive ischemia and a proportional decrease in glomer- 
ular and tubular function, was characteristic and 
paralleled the severity of the structural abnormal- 
ity. Bacteria were recovered from the majority of 
pathological biopsy specimens, and gram-positive 
strains predominated. Pyelonephritis secondary to 
other renal diseases was frequently accompanied 
by hypertension or azotemia. Bacteriuria without 
appreciable pyelonephritis also was observed. The 
results of treatment were related to the histological 
and clinical observations. 


OPHTHALMOLOGY 


Experience of Treating Retinal Venous Occlusion 
With Anticoagulant and Antisclerosis Therapy. 
S. Vannas and H. Orma. A. M. A. Arch. Ophth. 
58:812-828 (Dec.) 1957 [Chicago]. 


In a comparative study of the experience gained 
at the Ophthalmic Clinic of the University of Hel- 
sinki from 1951 to 1956, there were 75 patients 
with retinal venous occlusions, a total of 81 throm- 
boses in 77 eyes. Only 8 of these patients failed to 
report for a follow-up. The probable etiology of 
the occlusion was traced as far as possible. Gen- 
eral sclerotic manifestations either with or without 
arterial hypertension were diagnosed in 63% of the 
cases; sclerosis of the fundal veins of the fellow 
eye was diagnosed in 72%. Mild, moderate, or se- 
vere arterial hypertension was established in 71%. 
An inflammatory factor (usually sinusitis) was found 
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in 13% and simple glaucoma in 10%. Sclerosis thus 
seemed to have an important role in the patho- 
genesis of the occlusion. The following therapy 
was evolved: At first, intensive anticoagulant ther- 
apy of 10 days to 3 weeks was given preferably 
with heparin (in exceptional cases with bishydroxy- 
coumarin [Dicumarol] or a corresponding drug). 
In addition, vasodilator drugs may be employed. 
Inflammatory etiological factors must also be 
treated. Then, in patients with sclerosis antisclero- 
sis therapy—100 mg. of heparin sodium intravenous- 
ly (or 200 mg. subcutaneously)—is given twice a 
week and 100 mg. of vitamin E by mouth 3 times a 
day. Depending on the patient’s condition, the 
therapy is continued for months or years. 

Anticoagulant therapy was given to 35 patients 
with a total of 37 cases of retinal venous occlusion 
and to the control group, with 36 cases. The re- 
sults achieved were as follows (control group in 
parentheses): good in 59% (14%), fair in 20% (28%), 
poor in 13% (16%), and nil in 8% (42%). Uncon- 
trolled glaucoma developed in 2 (5) cases. As re- 
gards complications, not very dangerous hemor- 
rhages occurred during bishydroxycoumarin ther- 
apy in 5 cases, and during heparin therapy in 1 
case. Two weeks to 6 months after termination of 
short-time anticoagulant therapy recurrent occlu- 
sion reappeared in 4 patients, and 1 of these also 
had cerebral thrombosis, but this was not fatal. In 
the control group there appeared occlusion of the 
fellow eye in 2 patients, and death with cerebral 
or coronary thrombosis occurred in 5 patients. 
These complications indicate that the state of these 
patients is perhaps more dangerous without anti- 
coagulant therapy. Anticoagulant therapy consid- 
erably improves the prognosis for patients with 
central vein occlusion. Even short-term therapy 
may suffice in some cases, but experience speaks 
for the greater efficiency of long-term therapy, 
especially in elderly patients. 


Ocular Manifestations of Sickle-Cell Disease. 
G. Goodman, L. von Sallmann and M. G. Holland. 
A. M. A. Arch. Ophth. 58:655-682 (Nov.) 1957 
[Chicago]. 


The ocular changes in the 5 patients with sickle- 
cell disease presented in this study were predomi- 
nantly vascular in nature, involving retina, optic 
disk, and conjunctiva. Hemoglobin electrophoresis 
demonstrated sickle-cell hemoglobin C disease in 
4 of the patients and suggested sickle-cell hemo- 
globin D disease in another. Fundus changes in- 
cluded retinitis proliferans, aneurysmal vascular 
dilatations, arborizing vascular networks, focal con- 
striction, dilatation, sheathing and obstruction of 
arterioles and venules, the development of chalk- 
white vessels due to changes in intravascular con- 
tents, preretinal hemorrhages which closely simu- 
lated retinal tears, and vitreous and retinal hemor- 
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rhages. Vascular changes were also noted on the 
optic disk and bulbar conjunctiva. Histological 
findings in 1 patient with sickle-cell retinopathy 
showed retinal and vitreous hemorrhage, retinal 
gliosis blending with a preretinal fibrous mem- 
brane, extensive new vessel formation, obliterated 
vessels, perivenous lymphocytic cuffing, and sickled 
cells intravascularly and in the areas of hemorrhage. 
The findings in these patients are discussed in re- 
lation to previous reports of sickle-cell retinopathy, 
the pathophysiology of sickle-cell disease in other 
organs, and the correlation of ocular pathology 
with the different genotypic forms of sickle-cell 
disease. 

The following points are stressed: 1. Sickle-cell 
retinopathy may be manifest as an acute or chronic 
obstructive vascular disease, with vitreous hemor- 
rhage as a frequent complication. The occurrence 
of such pathology in Negroes or in Caucasians of 
Mediterranean origin warrants testing for a sickling 
tendency and performance of hemoglobin electro- 
phoretic studies if sickling is present. It is sug- 
gested that patients with Eale’s disease (retinal 
periphlebitis associated with recurring vitreous 
hemorrhages) should be investigated for evidence 
of sickle-cell disease. 2. The major features of sickle- 
cell retinopathy can be accounted for on the basis 
of vascular stasis and obstruction involving both 
arterial and venous systems. This is the common 
pathological denominator of sickle-cell disease in 
the organs which it affects. 3. The small number of 
reported cases of sickle-cell retinopathy, as well as 
the inadequacies in either the ophthalmological or 
the hematological examination of these patients, 
makes it impossible to ascertain the incidence of 
retinopathy in the different types of sickle-cell dis- 
ease. However, patients with sickle-cell hemoglobin 
C disease appear especially prone to ocular mani- 
festations. Furthermore, sickle-cell trait may also 
lead to eye complications, as well as obstructive 
vascular episodes in other organs, and should no 
longer be considered a clinically benign carrier 
state. 4. Renal and ocular lesions are frequently 
associated in sickle-cell disease, as in other “small 
vessel” diseases, such as hypertension and diabetes. 


THERAPEUTICS 


Pyrazinamide and Pyrazinamide-Isoniazid in Pul- 
monary Tuberculosis: Comparison with Other 
Chemobiotic Combinations. G. Poggio and 
A. Wrubl. Minerva med. 48:2795-2804 (Sept. 1) 
1957 (In Italian) [Turin, Italy]. 


The antituberculous activity of pyrazinamide in 
34 patients with recent forms of pulmonary tuber- 
culosis and the effect of the combined therapy 
pyrazinamide-isoniazid in 100 patients with recent 
and chronic forms of pulmonary tuberculosis were 
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studied. The chronic form of the disease was pres- 
ent in 50 patients of the second group who had 
been already given other antibiotics. The first group 
received pyrazinamide in daily doses of 3 Gm. for 
2 months; the second group received the daily dose 
of 3 Gm. of pyrazinamide and 250 mg. of isoniazid 
for 342 months. Symptomatic improvement, such as 
disappearance of fever, increase in weight, and 
restoration of sedimentation rates to normal, was 
observed in most patients of either group. The 
sputum became negative for Micrococcus tuber- 
culosis in 60% of the patients in the first group and 
in 70% of the second group. Roentgenographic 
changes showed improvement in about 81% of the 
patients in both groups. Administration of pyra- 
zinamide alone was particularly effective in pa- 
tients with recent, not severe forms of the disease; 
its therapeutic action, however, weakened in 2 
months. The effectiveness increased in intensity 
and duration when pyrazinamide was administered 
concurrently with isoniazid. Mild side-effects were 
observed in few patients and required only a tem- 
porary suspension of the chemotherapy. Marked 
therapeutic results were obtained in 10 patients of 
the first group and in 25 of the second group. Two 
patients showed a worsening status. The remaining 
patients either reached a state of clinical and 
roentgenologic stabilization or were transferred to 
other hospitals. The authors suggest that the anti- 
tuberculous activity of pyrazinamide-isoniazid is 
superior to other antituberculous drugs. 


Allergy to Chlorpromazine Manifested by Jaundice. 
L. E. Hollister. Am. J. Med. 23:870-879 (Dec.) 1957 
[New York]. 


The author detected jaundice in 17 of 900 pa- 
tients who were treated with chlorpromazine. All 
17 patients were men between 24 and 75 years of 
age, 13 of whom received the drug for treatment 
of mental disorders, 3 for relief of pain and 1 to 
determine the effect of the drug on essential hyper- 
lipoidemia. Only 2 of the 17 patients were known 
to have had definite liver disease before treatment 
with chlorpromazine was instituted. The clinical 
picture of fever, gastrointestinal symptoms, and 
malaise followed shortly by jaundice occurred 
within the first 4 or 5 weeks of treatment with 
chlorpromazine. The daily dose of the drug at the 
onset of jaundice varied between 100 and 400 mg. 
The jaundice was usually of mild degree, the high- 
est level of serum bilirubin being 14.2 mg. per 100 
ce. The highest elevations of alkaline phosphatase 
(27, 22, and 18 Bodansky units) were associated 
with serum bilirubin values of 2.4, 4.4, and 1.9 mg. 
per 100 cc. respectively. The highest levels of serum 
bilirubin (14.2 and 9.5 mg. per 100 cc.) were asso- 
ciated with rises in alkaline phosphatase activity 
to 12.4 and 9.8 Bodansky units respectively. En- 
largement or tenderness of the liver and pruritus 
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were occasionally noted. Cephalin flocculation tests 
vielded positive results in 16 patients, but the 
thymol flocculation test gave positive results in 
only 4. The positive results were usually transient. 
Adrenocortical hormones or antihistamines were 
given to 7 patients at the onset of jaundice. Eight 
patients did not receive any specific treatment, and 
2 patients continued to receive either the same or 
an increased dose of chlorpromazine after the on- 
set of jaundice. The effect of treatment was equivo- 
cal, but the use of adrenocortical hormones or 
histamines should be considered in severe cases. 
Continued treatment with chlorpromazine did ap- 
pear to prolong the duration of jaundice, although 
both patients had metastatic carcinoma and were in 
poor general health. 

If liver function tests indicate that the jaundice 
is of the obstructive type, a diagnosis of jaundice 
due to chlorpromazine therapy can almost cer- 
tainly be made. Skin tests to demonstrate allergy 
to chlorpromazine were unrewarding. However, 9 
of 11 patients with jaundice due to chlorpromazine 
therapy who were challenged with the drug from 
10 days to 17 months after the initial episode of 
jaundice showed evidence of retained sensitivity. 
No cross-sensitivity with promazine could be dem- 
onstrated, suggesting that other phenothiazine de- 
rivatives might be substituted in treatment of 
patients in whom sensitivity to chlorpromazine de- 
velops. Prevention of this complication of chlor- 
promazine therapy is difficult, but prompt detection 
and withdrawal of the drug might make for a 
milder course. The risk of jaundice from chlor- 
promazine has been no deterrent to use of this 
drug when it is the drug of choice. 


Pyrazinamide in the Treatment of Pulmonary 
Tuberculosis. F. Serafini, E. Fasano and T. Lubich. 
Riv. pat. e clin. tuberc. 30:198-202 (July-Aug.) 1957 
(In Italian) [Bologna, Italy]. 


Sixty-four patients with postprimary pulmonary 
tuberculosis received pyrazinamide in daily doses 
of 2.5 to 3 Gm. for a period of 1 to 6 months. 
Twelve patients, divided in 2 equal groups, were 
given pyrazinamide for a period of 1 to 2 months. 
The first group had recent forms of tuberculosis and 
had not previously received antituberculous drugs. 
Pyrazinamide brought about improvement in the 
general condition of the patients, negative reaction 
of the sputum for mycobacterium tuberculosis in 2, 
and improvement in the roentgenologic findings in 
2. Further treatment with streptomycin and isoni- 
cotinic acid hydrazide healed the ulcerations in the 
latter 2 patients. The second group had chronic 
types of tuberculosis and had previously received 
antituberculous chemotherapy. Pyrazinamide treat- 
ment led to a subjective relief of symptoms in 4 
patients but without roentgenologic changes. The 
only improvements observed a month after with- 
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drawal of pyrazinamide were negative sputum in 
1 patient and restoration of body temperature to 
normal in 2. Combined therapy of isonicotinic acid 
hydrazide and streptomycin, or isonicotinic acid 
hydrazide and p-aminosalicylic acid was reinsti- 
tuted after withdrawal of pyrazinamide. 

The remaining 52 patients with chronic tuber- 
culosis, in some of whom collapse therapy failed, 
were given a combination of pyrazinamide and 
isonicotinic acid hydrazide. Subjective relief of 
symptoms was observed in about one-half of the 
patients, whereas roentgenologic changes and ob- 
jective improvement occurred in only a few pa- 
tients. Of 10 patients with fever, 5 became afebrile. 
Temperature rose in 1 patient in whom pyrazina- 
mide therapy was discontinued. Slight gain in 
weight was noted in 15 patients, marked diminu- 
tion of cough and sputum in 12, disappearance of 
sputum in 3, and reversal of sputum in 3. Roent- 
genologic changes were observed in 8 patients, 
consisting in improvement of exudation in 4, nar- 
rowing of cavities in 2, and disappearance of the 
ulcerative process in 2. The authors conclude that 
pyrazinamide alone is effective in the treatment of 
patients with recent types of tuberculosis, who 
have not previously received other antituberculous 
chemotherapy. Better results would be obtained 
with either streptomycin or isonicotinic acid hydra- 
zide alone. Patients with old cavities, who had 
previously received other chemotherapy, and those 
in whom collapse therapy failed derived benefit 
from pyrazinamide treatment. No unfavorable he- 
patic, cardiac, or circulatory side-effects were ob- 
served. 


Tuberculous Meningitis and Hydrocortisone Ace- 
tate Administered Locally: Changes of the High 
Protein Content in the Cerebrospinal Fluid. P. F. 
Peruzzi. Riv. clin. pediat. 60:196-210 (Sept.) 1957 
(In Italian) [Florence, Italy]. 


Increase of the protein content in the cerebro- 
spinal fluid indicates the presence of an inflamma- 
tory reaction to the causative organism of tuber- 
culous meningitis. The objective of the clinician is 
to institute a chemotherapy which will dissolve and 
eliminate the tuberculous exudate. The author re- 
ports on 11 patients, 3 to 43 years of age, with 
tuberculous meningitis and high protein content 
in the cerebrospinal fluid, who were admitted to 
the Pediatric Clinic in Florence in the period 1954 
to 1956. Hydrocortisone acetate was given to them 
in daily doses of 5 to 7 mg. by intracisternal instilla- 
tion and 1-2 mg. by lumbar route. Systemic and 
local antituberculous therapy was concomitantly 
maintained. Hydrocortisone acetate therapy pro- 
duced a gradual improvement of the protein content 
in the cerebrospinal fluid in all patients but 1. 
Intracisternal instillation is the most effective route 
for administration of hydrocortisone acetate. Lum- 
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bar route is effective only in combination with 
intracisternal instillation. The effect of hydrocorti- 
sone acetate medication is two-fold: it arrests the 
process or eliminates formation of the granulating 
tissue, and it restores the capillary permeability. 
The author concludes that hydrocortisone acetate 
therapy is effective whenever there exists a possi- 
bility of the formation of a block. 


Treatment of Experimental Histoplasmosis with 
Amphotericin B. G. L. Baum, J. Schwarz and 
C. J. K. Wang. A. M. A. Arch. Int. Med. 101:84-86 
(Jan.) 1958 [Chicago]. 


The authors studied amphotericin B (an anti- 
biotic isolated from an unidentified spécies of 
Streptomyces) in 150 hamsters that had been ex- 
perimentally infected with Histoplasma capsulatum. 
It was found that amphotericin B, either alone or 
in combination with sulfadiazine sodium, is an 
effective therapeutic agent in experimental histo- 
plasmosis in hamsters. The addition of sulfadiazine 
sodium improves the effect of the treatment. The 
fact that the preparation is made less turbid by the 
addition may represent an increased amount of 
amphotericin B in actual solution or finer dispersal 
of the amphotericin B, if it is not actually solubil- 
ized. Therefore, sulfadiazine sodium may not add 
any fungistatic or fungicidal effect of its own but 
may act purely by making more of the amphotericin 
B available to act against H. capsulatum. The au- 
thors believe that, because of the apparent in- 
creased solubility of this particular preparation of 
amphotericin B and its low toxicity, it should be 
tried in human histoplasmosis. Since this disease is 
benign in the majority of patients and the clinical 
course is protean, care will have to be exercised in 
ascribing clinical effectiveness to this drug. There 
are infrequent cases of progressive disseminated 
disease which are commonly fatal, and in these 
this drug may prove to be the first effective treat- 
ment. 


Radiculomyelopathy After Oral Mercurial Diuretics. 
S. C. Sommerfelt. Nord. med. 57:852-854 (June 13) 
1957 (In Norwegian) [Stockholm]. 


A patient with cardiac failure, treated with an 
orally administered mercurial diuretic (3-chloro- 
mercury-2-methoxypropylurea) for 9 months, de- 
veloped severe symptoms of toxic lesion of the 
nervous system. Four weeks after withdrawal of 
the agent, the urinary excretion of mercury was 
approximately 400 mcg. daily, pointing to a marked 
mercury retention and possible mercurial poison- 
ing. Urinary excretion of mercury continued for 
many days after the administration of a single dose 
of the compound, and daily dosage probably in- 
creased the tendency to mercury accumulation. 
Intermittent administration, as usually applied on 
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parenteral administration of mercurial diuretics, is 
recommended when mercurial diuretics are given 
orally, so that the body can eliminate at least most 
of the ingested mercury before each new dose. 
Attention must be paid to possible symptoms of 
mercurial intoxication, also from the nervous sys- 
tem, with immediate termination of the treatment 
if this should arise. 


PATHOLOGY 


New Formation of Vascular Wall on the Basis of 
Synthetic Arterial Prostheses. G. Petry and G. 
Heberer. Arch. klin. Chir. 286:249-290 (No. 3) 1957 
(In German) [Berlin]. 


The authors report the results of animal experi- 
ments performed in an attempt to study the growth 
of new vascular walls on synthetic arterial pros- 
theses. Porous prostheses made from nylon, Teflon, 
and polyvinyl alcohol sponge were implanted in 
45 dogs as a substitute for the abdominal aorta. 
which had been resected below the origin of the 
renal arteries. The inserted material was removed 
for histological examination within several min- 
utes, hours, days, and up to 14 months after the 
implantation. The specimens, which contained the 
upper and lower end of the host aorta, the suture 
area, and the entire prosthesis, made it possible to 
follow up the entire morphogenesis of the newly 
formed vascular walls. 

The cell-free implanted synthetic prosthesis be- 
comes organized in such a manner that new vas- 
cular walls are formed within and outside the 
prosthesis, and the structural elements of the vas- 
cular walls show great similarity to those of normal 
vessels. The prosthesis itself remains a part of the 
new vascular walls. Organization takes place from 
outside by fibrocytes which immigrate from the 
connective tissue layer of the surrounding area. 
Transformation of these cells is directed toward 
the new endothelium and muscle-like elements. 
The growth of the new endothelial cells is the re- 
sult of the functional adaptation of the fibrocytes 
to the mechanical conditions created by the blood 
stream and the blood pressure. The muscle-like 
elements which originate from the fibrocytes have 
fibrils. These fasciculi have a spiral course. There 
is always satisfactory development of endothelium 
when the entire prosthetic wall is permeable for 
cells. In the presence of prostheses which are im- 
permeable to cells, an intimal wedge is formed at 
the suture site only; this wedge gets thinner after 
half a centimeter of length, so that frequently en- 
dothelial cells are no longer found in the center of 
the prosthesis. The endothelial cells are considered 
as a functional form of the connective tissue cells. 
The transformation of fibrocytes into endothelial 
cells is emphasized. 
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The development of a connective tissue frame- 
work from the adventitia to the newly formed sub- 
endothelial layer is described. In this process the 
lattice fibers wrap around the muscle-like fasciculi. 
They present a negative picture of the plasma ele- 
ments and are functional connective links which 
are continuous. The blood supply of the new vas- 
cular wall develops early in the form of an invasion 
of capillaries from the old bed of the aorta through 
the meshes of the prosthesis into the newly formed 
medium. Emphasis is placed on the new formation 
from primitive cell material of an organ which is 
capable of functioning, and the subsequent dif- 
ferentiation of various cell types from primitive 
connective tissue cells, apparently in adaptation to 
various functional stresses. The formation of a new 
vascular wall shows the far-reaching potency of the 
mesenchyma. Only practical experience will make 
it possible to decide whether homeoplastic or allo- 
plastic substitutes for the vascular wall are more 
valuable. Substitution of synthetic substances for 
arteries is still in the experimental stage, and their 
clinical use is still limited, despite the fact that a 
nearly ideal morphogenesis of the vascular wall has 
been shown experimentally. 


Effect of Temperature on Survival of Bacteria in 
Blood for Transfusion with a Note on Contamina- 
tion by Cold-growing Organisms. J]. D. James and 


E. J. Stokes. Brit. M. J. 2:1389-1395 (Dec. 14) 1957 


[London]. 


The authors investigated the problem of con- 
tamination of blood for transfusion, particularly 
with regard to the effect of temperature after col- 
lection on contaminating organisms. Bacteria which 
grow at 37 C (98.6 F) and 2 strains isolated from 
infected blood which grow at 4 C (39.2 F) were 
inoculated into samples of freshly drawn blood in 
an attempt to reproduce the actual mode of in- 
fection during donation. It was demonstrated that. 
although experimentally there are slight advantages 
in refrigerating blood within 30 minutes of collec- 
tion, in practice refrigeration at the collecting 
session or during transport to the blood transfusion 
center in temperate climates is not essential until 
at least 8 hours after collection. Some samples of 
blood held at 37 C (98.6 F) for 2 hours immediately 
after donation killed small numbers of contaminat- 
ing bacteria; none of the strains tested multiplied 
in blood during this time. 

To prevent contamination of blood for trans- 
fusion by cold-growing bacilli, the closed tech- 
niques in common use could be improved to prevent 
the entry of these bacilli in the following ways: 
The bottle should be autoclaved, with the alumi- 
num cap loose, to prevent the formation of a 
vacuum, and with the holes in the cap covered by 
adhesive strapping. The strapping should be re- 
moved at the donation session immediately before 
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bleeding, and the cap should not be touched before 
the airway needle and the taking-set needle are 
plunged through it. When the bottle is full, the 
needles should be removed, still taking care not to 
touch the cap, which can now be wiped, if neces- 
sary, with dry sterile cotton-wool or gauze. The 
holes should then be sealed with sterile waterproof 
strapping, and the cap covered with an autoclaved 
plastic cap. A method is recommended for the ex- 
amination of blood suspected of infection. 


Serum Glutamic Oxalacetic Transaminase (GO-T) 
in Hepatic and Biliary Diseases. S. Madsen, N. U. 
Bang and K. Iversen. Nord. med. 58:1008-1013 
(July 11) 1957 (In Danish) [Stockholm]. 


The serum transaminase activity in 41 patients 
with acute hepatitis was determined by repeated 
measurements. In the 16 mild cases, transaminase 
values up to 400-500 units were measured early in 
the disease, almost simultaneously with the ap- 
pearance of jaundice. The icterus index was mod- 
erately increased. In the 25 more severe cases, 
transaminase values up to 1,600 transaminese units 
per milliliter were often seen. Examination of 41 
patients with chronic hepatitis and cirrhosis of the 
liver showed the average transaminase values to 
be higher in the patients with jaundice. In 21 of 
the 27 patients with cancer of the liver, the trans- 
aminase values were increased; in 6, they were 
normal. In 6 cases the transaminase test was the 
only liver test that gave pathological values. In 42 
patients with biliary diseases of various origins, the 
transaminase activity was normal or increased only 
slightly when there was no evidence of chole- 
cystitis or cholangitis, but it constantly increased in 
all cases of inflammatory involvement of the gall- 
bladder or bile duct. The serum transaminase test 
affords some indication of the degree of severity 
of disease of the liver parenchyma. 


Granulomatous Polypi of the Stomach. N. M. 
Smirnov. Probl. Onc. 3:306-311 (No. 3) 1957 [New 
York]. 


The author reports on 21 patients, 10 men and 
11 women, between 46 and 55 years of age with 
granulomatous polypi of the stomach. The duration 
of clinical symptoms varied from 1 to 20 years. 
Eighteen patients complained of pain in the under- 
lying region; dyspeptic disturbances of various de- 
grees of severity were noted in 17 patients. All the 
patients were subjected to x-ray examination, which 
revealed a single, clearly defined, filling defect of 
rounded form, situated near the pylorus. Stomach 
resection was performed in all patients, and one- 
half to four-fifths of the stomach was removed. 
Examination of the operative specimens revealed 
that the granulomatous polypi were situated in 
close proximity to the pyloric sphincter. Micro- 
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scopic examination of the specimens showed that 
the polypi were solitary growths, with the excep- 
tion of 1 specimen in which 3 polypi were found. 
The granulomatous polypi presented as nodes with 
almost unchanged mucous membrane and _ con- 
sisted of precollagenous and collagenous fibers with 
large numbers of various cell elements, notably 
eosinophilic leukocytes. Maturation of the granulom- 
atous polypi occurs in the same way as matura- 
tion of granulation tissue. No sign of atypia or 
epithelial proliferation was observed; this finding 
was in contrast to those in adenomatous polypi, in 
which such appearances may not uncommonly be 
observed. Granulomatous polypi can be regarded 
as a peculiar form of focal inflammation of the 
gastric mucosa of unknown causation. The 21 cases 
of granulomatous polypi constituted 20% of all 
gastric polypi, including also adenomatous polypi 
with microscopic signs of malignant degeneration, 
which were observed at the Institute of Oncology 
of the Academy of Medical Sciences in Leningrad 
between 1937 and 1953. 


Experimental Production of Carcinoma with Ciga- 
rette Tar: TV. Successful Experiments with Rabbits. 
E. A. Graham, A. B. Croninger and E. L. Wynder. 
Cancer Res. 17:1058-1066 (Dec.) 1957 [Chicago]. 


After the experimental production of carcinoma 
of the skin in 3 strains of mice by the application 
of tar obtained from cigarette smoke, the authors 
undertook similar experiments on rabbits, animals 
that have a considerably longer life span than do 
mice. Cigarette tar was collected in a smoking ma- 
chine which simulated human smoking habits. The 
original colony, on which studies were begun in 
1951, consisted of 48 rabbits. Seventeen rabbits 
were added later. The 65 rabbits were divided into 
7 groups. Groups A and B were painted with whole 
cigarette tar. Group B was derived by crossing 2 
rabbits of group A in which papillomas developed 
rather early. It was thought that the progeny might 
be particularly susceptible to skin tumor induction 
and that, by further selective breeding, a suscep- 
tible strain might be obtained. The results, as far 
as total tumor formation is concerned, are not sig- 
nificantly different, although the papillomas in 
group B were, in general, larger and more profuse 
and appeared earlier. The group C rabbits were 
painted with a cigarette tar solution from which 
the basic portions had been removed. 

The addition of 1 painting with croton oil per 
week (group D) did not significantly increase can- 
cer formation, although papillomas appeared some- 
what earlier. The rabbits painted with croton oil 
alone (group E) showed small papillomas, none of 
which was fleshy or proliferated. It cannot be con- 
cluded from this study that the additional applica- 
tion of croton oil had a significant influence on 
cancer formation among rabbits receiving cigarette 
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tar. Among the 7 rabbits receiving acetone alone 
(group F), 5 showed a few small papillomas similar 
to those in the croton oil group. However, the 
number of such papillomas was far less than in the 
croton oil group. Cancer developed in all 4 rabbits 
painted with 0.3% methylcholanthrene (group G). 

The authors conclude that cigarette tar is carcino- 
genic to rabbit epithelium. Cancer developed in 5 
of 41 rabbits painted with cigarette tar on the 
inner ear, also in 2 out of 10 rabbits receiving an 
additional painting with croton oil once a week. 
Four of these cancers were shown histologically 
to be squamous-cell carcinomas, 1 was carcinosar- 
coma, and 2 were sarcomas. Removing the basic 
portions of the tar did not seem to interfere with 
the carcinogenic activity of cigarette tar on rab- 
bits. Additional application of croton oil seems to 
have no significant influence on the development 
of cancer among rabbits receiving cigarette tar. 


Hepatitis Epidemic and Serum  Transaminase: 
Serum Transaminase Determinations in Hepatitis 
Epidemic in Children’s Home. N. U. Bang, S. Mad- 
sen and K. Iversen. Nord. med. 58:1013-1015 (July 
11) 1957 (In Danish) [Stockholm]. 


The glutamic acid oxalacetic transaminase ac- 
tivity was followed in the early phases of acute 
hepatitis and in the mild anicteric cases of the dis- 
ease in a hepatitis epidemic in a children’s home 
in the fall of 1956. The transaminase activity seems 
to be a test well suited for the diagnosis of anicteric 
hepatitis and able to supplement the thymol test 
which, particularly in children, is not specific. With 
the transaminase test there is apparently a better 
opportunity for diagnosis of hepatitis late in the 
incubation period and a greater possibility for 
early detection of the subclinical asymptomatic 
cases. An increased thymol reaction can be the ex- 
pression of both a present and of an ended hep- 
atitis, and thymol tests alone do not allow dis- 
tinction between these two possibilities. 


Serum Transaminase in Acute Cardiac Infarction. 
S. Linde and P. Wising. Nord. med. 58:1018-1021 
(July 11) 1957 (In Swedish) [Stockholm]. 


The serum transaminase activity was increased 
in 41 out of 43 patients with typical cases of acute 
cardiac infarction. Thirteen patients died, and the 
diagnosis was confirmed at autopsy. All the pa- 
tients with a maximal transaminase increase of 
more than 300 units died. In only 2 of the surviving 
patients did the transaminase activity exceed 200 
units. The average maximal transaminase increase 
in the fatal cases was 212 units, while the average 
in the surviving patients was 114 units. No definite 
relation between the rise in transaminase activity 
and the size of the infarction as seen at autopsy 
was demonstrable. 
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Roentgen Therapy of Keloids. E. Fischer and 
H. Storck. Schweiz. med. Wchnschr. 87:1281-1285 
(Oct. 12) 1957 (In German) [Basel, Switzerland]. 


Roentgen therapy was given to 316 patients with 
keloids due to trauma, operative wounds, furuncles, 
trichophytic granuloma, burns, and smallpox vac- 
cination. As a rule, single doses of 400 r were given 
at intervals of 4 to 8 weeks, and fractionation of 
these single doses in 3 sessions of 200 r each at 
weekly intervals was used only for large surface 
keloids. The total dose, depending on the number 
of single doses, varied from 800 to 1600 r, and that 
of the fractionated irradiation varied from 1200 to 
2400 r. The duration of treatment varied from 2 to 
5 months. Contact or short-distance irradiation with 
the Chaoul tube was practiced in most of the pa- 
tients, and the beryllium window-tube, with a ten- 
sion of 50 kv., was used if irradiation of larger 
fields was required. Follow-up examinations were 
made 2-10 years after the roentgen therapy 

Satisfactory results with complete softening and 
flattening of the tumors were obtained in 83.3% of 
patients with keloids occurring after operative 
wounds or trauma and in 58.3% of patients with 
keloids occurring after extensive burns. Good re- 
sults were obtained in 75% of the patients who 
were given roentgen therapy within 6 months after 
the formation of keloids; chances of success of 
treatment were only slight when the keloids were 
of longer standing. Regression of keloids was notice- 
able at the end of therapy in 65% of all the pa- 
tients. The best results were obtained with roent- 
gen rays of a half-value layer of 1.5 to 2.5 mm. Al 
(50 to 60 kv.) with total irradiation doses up to 
1200 to 2400 r. In 15 of 292 patients undesired 
pigmentation and occasional telangiectasia were 
responsible for a poor cosmetic effect. Surgical 
intervention is recommended for cicatricial con- 
tractions which interfere with function and for 
keloids of more than 2 to 1 year duration. Roentgen 
therapy should again be practiced immediately in 
case of keloid recurrence in the operative scar. 
Prophylactic postoperative irradiation does not 
vield better results than x-ray therapy given im- 
mediately after onset of keloid formation. 


The Definitive Diagnosis of Effusive or Constric- 
tive Pericarditis. L. A. Soloff and J. Zatuchni. Am. 
J]. M. Se. 234:687-695 (Dec.) 1957 [Philadelphia]. 


The authors report on a 46-year-old woman with 
pericardial effusion and on 2 men, aged 27 and 44 
years, with constrictive pericarditis in whom the 
correct diagnosis was made with the aid of venous 
angiocardiography or carbon dioxide contrast study. 
Extraluminal surrounding density due to fluid was 
the pathognomonic finding of pericardial effusion. 
A rigid, relatively straight right lateral border of 
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the right atrium was the pathognomonic finding of 
constrictive pericarditis. Rigidity of the superior 
vena cava and of the right ventricle may also be 
demonstrated. Either diagnosis was supported by 
the finding of dilatation of the venae cavae, pre- 
dominantly of the inferior. Effusive or constrictive 
pericardial disease may be extremely difficult or 
impossible to diagnose by conventional roentgeno- 
logic methods by which the pericardium cannot be 
isolated from the cardiac shadow and also because 
all of the cardiovascular derangements produced 
by pericardial disease, including hemodynamic 
findings uncovered by the technique of cardiac 
catheterization, may be mimicked by primary myo- 
cardial or endocardial disturbances produced by a 
variety of diseases. Angiocardiography permits a 
simple differentiation of pericardial effusion and 
constrictive pericarditis. Sequential venous angio- 
cardiography allows for analysis of the relative 
contributions of myocardial and pericardial factors 
in the production of cardiac disability and permits 
recognition of myocardial dysfunction. Pericardial 
effusion and constrictive pericarditis may also be 
recognized by carbon dioxide contrast study, which 
is simpler to do although it is not always as effec- 
tive in identifying with certainty either the pres- 
ence or the nature of extraluminal change nor does 
it tell anything of the functional nature of the 
disturbance. 


Late Results of Radiation Therapy for Cancer of 
the Cervical Stump. R. E. Fricke and D. G. Decker. 
Am. J. Roentgenol. 79:32-35 (Jan.) 1958 [Spring- 
field, Il.]. 


The authors report on 95 women with cancer of 
the cervical stump who received irradiation therapy 
between Jan. 1, 1940, and Dec. 31, 1949. Eighty- 
seven (91.6%) of the 95 patients were successfully 
followed up. Seventy-four of the 87 patients had 
true cancer of the stump, i. e., at least 2 years had 
elapsed between surgical treatment and discovery 
of cancer of the stump of the cervix. The remaining 
13 patients had coincident cancer of the stump, i. e., 
less than 2 years had elapsed between operation 
and diagnosis of cancer of the stump, and the 
malignant lesion had been overlooked at the time 
of the operation. Fifty (67.5%) of the 74 patients 
survived for 5 years. The absolute survival rate was 
61%. Four (30.8%) of the 13 patients, survived for 
5 years. Of the total 87 traced patients, 54 (62%) 
survived for 5 years; 57% was the absolute survival 
rate. These results were compared with those in 99 
patients with cancer of the stump of the cervix who 
were treated with radium and supplemental roent- 
genotherapy between 1915 and 1930 and who 
were reported on in 1940. Fifty-seven of the 99 
patients had true cancer of the stump, and 42 had 
coincident cancer of the stump. Fifteen (26.3%) of 
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the 57 patients and 9 (21.4%) of the 42 patients sur- 
vived for 5 years, or 24.2% of the total number of 
traced patients. 

Changes in technique were minor. The marked 
improvement in results in the patients treated be- 
tween 1940 and 1949, as compared with those in 
the patients treated between 1915 and 1930, appears 
to be due to increased skill of gynecologists and of 
surgeons in detecting cancer of the cervix before 
subtotal hysterectomy is decided on and also in 
earlier diagnosis of cancer of the cervical stump 
when it does appear. The percentages of coincident 
lesions and of stage 3 or stage 4 cancers diagnosed 
were much lower in the present than in the earlier 
study. The results of treatment for cancer of the 
cervical stump in the patients treated between 1940 
and 1949 compare favorably with the results of 
irradiation therapy for cancer of the cervix in gen- 
eral, which were reported by the authors in a 
previous paper, an abstract of which appeared in 
THE JourNAL (161:920 [June 30] 1956). 


Irradiation of Carcinoma of the Bladder by a Cen- 
tral Intracavitary Radium or Cobalt 60 Source (The 
Walter Reed Technique). M. Friedman and L. G. 
Lewis. Am. J. Roentgenol. 79:6-31 (Jan.) 1958 
[Springfield, I1.]. 


Between 1945 and 1953, 50 patients with car- 
cinoma of the bladder were treated with the Walter 
Reed technique, entailing a small central source of 
radium or radiocobalt (Co*’) in a proper balloon 
catheter irradiating the lower two-thirds of the 
bladder. Twenty-three of the 50 patients had pri- 
mary lesions, and 27 had recurrent lesions. The 
lesions varied with respect to anatomic extent 
(stage) and histological degree of malignancy 
(grade). The Walter Reed technique necessitates 
the flexible application of several basic principles 
to the requirements of each type of tumor if maxi- 
mum results are to be achieved. These principles 
are classification of the lesion, cystostomy inspec- 
tion during insertion of the radiation source, roent- 
genographic control of the applicator during treat- 
ment, fractionation of the dose, serial biopsies, and 
selection of a suitable total dose for each lesion. 
The most common dose was 8,000 r gamma in 10 
to 17 days, the largest successful dose was 11,000 
r gamma in 15 days. Thirty-four of the 50 patients 
were treated more than 5 years ago, and 19 are 
alive, an apparent arrest rate of 56%. This unusually 
high rate will not be maintained because, although 
the lesions were arrested more than 5 years in 11 
of the first 12 patients, the subsequent results were 
poorer despite increased experience and technical 
proficiency. The 3-year arrest rate for primary can- 
cer was 65%, and for recurrent cancer 48%. There 
was no significant difference between the papillary 
and the infiltrating tumors. Recurrences in the 
dome of the bladder appeared after treatment with 
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the Walter Reed technique in 6 patients. Three 
abdominal wound implants occurred in 35 cystot- 
omies. All were highly malignant, infiltrating 
cancers. 

Success of the Walter Reed technique for the 
treatment of bladder cancer depends on meticulous 
technique backed by judgment. Substitution of 
various radioisotope solutions, that fill the entire 
balloon, for a central source is much less efficient, 
with the possible exception of Co“ solution. Physi- 
cally, the latter is somewhat less efficient than 
radium and has other disadvantages. A standard 
treatment cannot be emploved for the many clinico- 
pathological types in which cancer of the bladder 
occurs. Results of any technique must be inde- 
pendently evaluated for each category of cancer of 
the bladder. A scatter diagram, combining the 
anatomic stage and the histological degree of ma- 
lignancy, is helpful in classifying cancer of the 
bladder. There are 2 weaknesses in the Walter 
Reed technique: a proneness toward recurrences in 
the dome of the bladder and abdominal wound 
implants. Some of these recurrences can be arrested 
with surgery or fulguration. These detractions are 
minimal compared with the ultimate high arrest 
rates. 


Subcapsular Rupture of the Kidney During In- 
travenous Urography. M. E. Weiner, F. S. Alcorn 
and E. L. Jenkinson. Radiology 69:853-855 (Dec.) 
1957 [Svracuse, N. Y.]. 


Intravenous urography was performed in a 48- 
vear-old woman as part of a general examination. 
A preliminary film had shown a normal abdomen. 
There was normal visualization of both renal col- 
lecting systems 5 minutes after intravenous admin- 
istration of contrast material. Subsequently, the 
patient complained of colicky abdominal pain, and 
a film made at 15 minutes revealed an unusual 
collection of contrast material in the right renal 
pelvis and extending along the capsule toward both 
the upper and lower poles. At 30 minutes, this ex- 
tension was increased and there was also some 
dissection of the medium along the upper right 
ureter. The impression was that rupture of the 
right upper urinary tract, probably involving the 
pelvis, had occurred, with subcapsular extravasa- 
tion of the contrast material about the kidney and 
along the upper ureter. A film made 6 hours after 
injection revealed a nearly complete disappear- 
ance of the medium from the kidney area. It was 
believed to have been absorbed and reexcreted. 
The pain disappeared and no further symptoms 
appeared. On follow-up examination approximately 
1 year later, the patient was asymptomatic. 

The present case is believed to be the first re- 
ported example of subcapsular reflux occurring 
secondary to rupture of the renal sinuses. The 
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pneumatic compressor used in this case was so 
placed that the lower margin of the rubber balloon 
was about 2 in. above the symphysis. The balloon 
is 6 in. in diameter. It is usually inflated to a pres- 
sure of between 60 and 80 mm. Hg, with an average 
compression of 70 mm. Hg. The patient was thin, 
and the pressure could not have exceeded 70 mm. 
Hg. It is apparent that the use of external com- 
pression may cause sufficient retrograde pressure 
to produce rupture of the collecting system near 
its origin and permit subcapsular extravasation of 
the contrast medium. 


A Study of Hodgkin’s Disease Treated by Irradia- 
tion. M. V. Peters and K. C. H. Middlemiss. Am. J. 
Roentgenol. 79:114-121 (Jan.) 1958 [Springfield, IIl.]. 

The authors report on 291 patients with Hodg- 
kin’s disease treated in the department of radio- 
therapy of the Toronto General Hospital between 
1928 and 1954. One hundred fifty-one of the pa- 
tients gave a history of involvement of the cervical 
lvmph nodes before that of any other site. Only 
26 (9%) of the patients showed initial involvement 
of the more rare sites. The cervical lymph nodes 
are by far the most frequently noted initial sites of 
the disease. A study of the 5-year, 10-year, 15-year, 
and 20-year gross survival rates showed the 15-year 
survival rate of 25% to be significant because of the 
moderately large number of 64 patients included in 
this estimate. Ninety-seven (33%) of the 291 patients 
failed to survive 1 year. A 10-year survival without 
recurrence after the initial control is necessary be- 
fore one can be reasonably confident of a cure, as 
shown by the year-to-year drop in survival rates. 
The stage of the disease still ranks first as an im- 
portant factor in evaluating the prognosis. A sig- 
nificant 10-year survival by stage has now been 
established as follows: 58% of those with stage-1 
disease, 35% of those with stage-2 disease, and 2% 
of those with stage-3 disease. 

A history of symptoms of generalized disease 
proved to be the second most significant factor de- 
termining a poor pregnosis, the 10-year survival 
with this history being 6% as opposed to 60% in the 
absence of such symptoms. The age of the patient 
has also an important influence on the prognosis, 
the best survival rate appearing in the 20-to-30-year 
age group. The female sex seems to have at least a 
10% better prognosis, despite the fact that the 
disease is twice as prevalent among the male sex. 
The duration of the disease reflects the chronicity 
of the disease according to the stage. In general, 
the patients with early disease of long duration 
showed longer survivals without recurrence. A plea 
is made for deliberation and, when necessary, for 
a period of observation before deciding on the plan 
of treatment. The survival rates and the incidence 
of recurrences revealed that there was at least a 
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35% error in clinical staging. This fact must be 
borne in mind when initial treatment is planned. 
Prophylactic irradiation of at least all proximal 
lymph node regions is estimated to have increased 
the survival rates at least 20%. Chemotherapy chief- 
ly aided in prolonging the life of selected patients; 
a possible increase in the survival rates up to 5 
years was shown. Pregnancy, particularly after the 
initial control of the disease, does not appear to 
alter the prognosis. 


Radiation Cancer: A Review with Special Reference 
to Radiation Tumours in the Pharynx, Larynx, and 
Thyroid. A. W. G. Goolden. Brit. J. Radiol. 30:626- 
640 (Dec.) 1957 [London]. 


Of 24 patients with radiation cancer in the deep 
tissues of the neck that the author collected from 
the literature, 18 developed in the pharynx, 5 in 
the larynx, and 1 in the thyroid. An additional 18 
cases of radiation cancer of the pharynx are re- 
ported on by the author. Analysis of patients with 
radiation cancer in the pharynx shows that the 
relationship between age, sex, and site is similar 
to that of patients with spontaneous malignant dis- 
ease of the pharynx, but that an unusually high 
proportion of patients develop radiation cancer 
between the ages of 40 and 50. Reasons are given 
for believing that radiation is likely to prove car- 
cinogenic when other factors which predispose to 
cancer are present. Radiation cancer of the pharynx 
occurred after a long latent interval (10 to 35 years, 
mean 25 years) in patients who received irradiation 
for thyrotoxicosis or tuberculous lymphadenitis. A 
few patients did not show signs of severe radiation 
damage to the skin or subcutaneous tissues. Twelve 
patients in whom cancer of the pharynx developed 
after previous irradiation for thyrotoxicosis were 
seen at Manchester between 1947 and 1954. In this 
group of patients the observed incidence of cancer 
of the pharynx was significantly greater than the 
expected incidence. 

It is surprising that so many of the tumors in the 
deep tissues have been situated in the pharynx 
while the thyroid seems to be relatively immune to 
this complication. It is possible that the dose to the 
pharynx might have been equal to, or even have 
exceeded, the dose to either lobe of the thyroid in 
a technique where 2 obliquely inclined fields were 
directed to each side of the neck. Furthermore, the 
pharynx is more liable to spontaneous malignant 
disease than the thyroid. The thyroid is not a radio- 
sensitive organ, though hyperplastic thyroid tissue 
is more sensitive to the effects of radiation than 
normal thyroid tissue. It is concluded that the pos- 
sible development of thyroid carcinoma in patients 
treated with radioactive iodine for thyrotoxicosis 
cannot be assessed until long-term survival figures 
for an adequate number of patients treated by this 
method are available. 
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PHYSIOLOGY 


Toxicity and Blood Ammonia Rise Resulting From 
Intravenous Amino Acid Administration in Man: 
The Protective Effect of L-Arginine. J. L. Fahey. 
J. Clin. Invest. 36:1647-1655 (Dec.) 1957 [New York]. 


The author describes studies that were under- 
taken to demonstrate in man the blood ammonia 
rise that can develop from intravenous administra- 
tion of an L-amino acid mixture deficient in argi- 
nine, and to confirm the capacity of L-arginine to 
significantly reduce the blood ammonia changes 
produced by this mixture. Glycine was also used to 
produce an elevation of blood ammonia, and the 
role of L-arginine in preventing this rise was in- 
vestigated. A marked rise in the ammonia content 
of the blood and toxic symptoms were demon- 
strated in patients following the intravenous ad- 
ministration of glycine or an L-amino acid mixture 
free of L-arginine but complete in all the “essential” 
amino acids. The rise in blood ammonia appeared 
to depend on the amount of amino acid and rate 
at which it is given, the ammonia-forming charac- 
teristics of the amino acids infused, and the state 
of nutrition of the host, particularly in relation to 
recent arginine intake. The L-arginine was effec- 
tive in reducing the blood ammonia rise and asso- 
ciated toxicity developing from these intravenous 
amino acid infusions. 

The L-arginine may be given as a part of the 
infusion or by intravenous injection immediately 
or some hours prior to the amino acid administra- 
tion. If amino acid administration and the blood 
ammonia rise are already underway. injection of 
adequate amounts of L-arginine will rapidly re- 
duce the blood ammonia rise. The findings indicate 
that a functioning metabolic pathway requiring 
L-arginine and consistent with the operation of the 
Krebs-Henseleit cycle is an important metabolic 
route when large amounts of amino acids are ad- 
ministered to man. 


The Oesophagogastric Sphincter in Hiatus Hernia. 
M. Atkinson, D. A. W. Edwards, A. J. Honour and 
E. N. Rowlands. Lancet 2:1138-1142 (Dec. 7) 1957 


[London]. 


Gastroesophageal reflux is the cause of the most 
disabling symptoms of hiatus hernia, but it is not 
an invariable accompaniment of hernia nor can 
the size of the hernia be closely correlated with it. 
A large hernial sac may be associated with little 
or no reflux, yet severe esophagitis may occur when 
the sac is small and inconstant and sometimes even 
when no hernia can be found. The application of 
manometric techniques provided a more dynamic 
picture of the sphincteric mechanism at the esoph- 
agogastric junction than was possible by radi- 
ography alone. It has shown that interposed be- 
tween the esophagus and the stomach there is a 
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short segment in which the intraluminal pressure 
is higher than the pressure in the fundus. This in- 
crease of pressure is brought about by the tonic 
contraction of a muscular sphincter, which in nor- 
mal subjects relaxes as an integrated part of the 
swallowing reflex. Using a similar technique to 
study patients with hiatus hernia, the authors 
measured the pressure gradient between the sub- 
diaphragmatic stomach, the hernial sac, and the 
esophagus. The object was to determine (1) whether 
the sphincter demonstrable by manometry at the 
esophagogastric junction in normal subjects is in- 
trinsic or represents external compression by the 
diaphragm, and (2) whether the occurrence of gas- 
troesophageal reflux is correlated with any par- 
ticular pattern of pressure gradients between the 
stomach, the hernial sac, and esophagus. 

The authors studied the sphincteric mechanism 
at the esophagogastric junction by manometry in 
7 normal subjects and in 18 patients with hiatus 
hernia. Evidence was adduced that the sphincteric 
mechanism is intrinsic and does not represent ex- 
ternal compression by the diaphragm. The pressure 
exerted by the sphincter at the esophagogastric 
junction constitutes a barrier to gastroesophageal 
reflux. A measure of this barrier was obtained by 
subtracting the pressure in the fundus of the 
stomach, or in the hernial sac, from the pressure in 
the esophagogastric junction. A correlation was 
found between the height of this pressure barrier 
and the presence or absence of symptoms of reflux 
in patients with hiatus hernia. It is concluded that 
the tone of the intrinsic sphincter is of cardinal 
importance in preventing reflux. 


Effect of Four Conditions of Cooking on the Eating 
Quality of Two Cuts of Beef. S. Cover, J. A. Ban- 
nister and E. Kehlenbrink. Food Res. 22:635-647 
(Nov.-Dec.) 1957 [Champaign, II1.]. 


Differences among certain basic cooking meth- 
ods depend on variations in the temperature and 
moisture content of the cooking medium. Meat was 
available from 26 yearling steers of about the same 
age. They had been fed the same ration under 
similar conditions. Ten of the carcasses were 
graded “U. S. Commercial” and 16, “U. S. Good.” 
These steers were from various breeds and crosses. 
After storage for 7 days, each carcass was divided 
into the primal cuts and then into 1l-in. steaks. 
Seven steaks from the anterior end of the loin and 
5 or 6 from the dorsal end of the bottom round 
were obtained from each side of each carcass. They 
were frozen at —20 F and stored at 0 F until tests 
could be made. Loin steaks were trimmed to in- 
clude the longissimus dorsi muscle and adhering 
fat. Bottom round steaks were trimmed to include 
the biceps femoris muscle and adhering fat. Cuts 1 
through 4, numbered from the anterior end of loin 
and dorsal end of round, were used for tests of 
eating quality. Paired cuts from the left and right 
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sides of the same animal were cooked—1 by a 
“moist heat method” (braising) and its pair mate 
by a “dry heat method” (oven-broiling). 

The steaks were cooked to 2 degrees of doneness 
by broiling (internal temperatures 61 C and 80 C) 
and by braising (internal temperatures 85 C and 
100 C plus a holding period of 25 minutes). The 
meat was tested for tenderness with a mechanical 
shearing device and a panel of judges. Scores for 
tenderness of obvious connective tissue and scores 
for tenderness of muscle fibers were obtained in- 
stead of the usual composite score for tenderness. 
Juiciness scores decreased with increasing done- 
ness within each method of cooking. The well-done 
broiled steaks had higher juiciness scores than the 
well-done braised steaks of each cut and also 
looked more moist and compact. Shear force values 
indicated that longissimus dorsi was most tender 
broiled rare (61 C) but that biceps femoris was 
most tender braised well-done (100 C and _ held 
there for 25 minutes). Thus, severe cooking condi- 
tions appeared to toughen the loin steaks but the 
most severe of the 4 cooking conditions seemed to 
tenderize the bottom round steaks. Tenderness in 
meat has more than 1 component, and longissimus 
dorsi and biceps femoris muscles differ markedly 
in their tenderness response to certain cooking 
conditions. 


Effects of Posture and Atropine on the Cardiac 
Output. A. M. Weissler, J. J. Leonard and J. V. 
Warren. J. Clin. Invest. 36:1656-1662 (Dec.) 1957 
[New York]. 


The factors determining cardiac output in man 
are incompletely understood. The present study 
was undertaken to determine the effects of drug- 
induced tachycardia with the recumbent and up- 
right postures. Atropine was selected as the experi- 
mental drug because of its cardioaccelerator effect, 
which in the recumbent position is associated with 
little or no alteration in stroke volume. Additional 
observations were made on modifications of the 
response to atropine during the peripheral pooling 
cf blood with venous occlusive tourniquets and 
during anti-gravity suit inflation. The cardiac out- 
put response to tachycardia induced by the in- 
travenous administration of atropine sulfate was 
studied in 12 normal subjects in the recumbent 
position and in a position of tilt of 60 degrees with 
the head up. In 4 instances the effects of anti- 
gravity suit compression on the response to atropine 
in patients in the tilted position were studied. In 
5 subjects the effects of peripheral venous pooling 
of blood on the response to atropine was also ob- 
served. 

Significant increases in cardiac output, primarily 
the result of increased heart rate with little change 
in mean stroke volume, occurred in patients in the 
recumbent posture. Only slight elevation of cardiac 
index, despite even greater tachycardia associated 
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with a fall in mean stroke volume, occurred with 
use of the tilted position. Similar results following 
atropine were observed during peripheral pooling 
of blood. Sustained anti-gravity suit inflation re- 
stored, in part, the cardiac responsiveness to atro- 
pine in patients in the tilted position. These data 
support the thesis that the central venous reservoir 
is an important determinant of cardiac responsive- 
ness. 


PUBLIC HEALTH 


A Family Outbreak of Histoplasmosis. I. Clinical, 
Laboratory, and Follow-up Studies. K. P. Kolb and 
C. C. Campbell. J. Lab. & Clin. Med. 50:831-840 
(Dec.) 1957 [St. Louis]. 


The authors report on an epidemic of primary 
pulmonary histoplasmosis in a family of 4 persons 
living near Washington, D. C. The father, a 33- 
year-old man, was critically ill for 3 months, and 
his 32-year-old wife, a 14-year-old son, and a 27- 
year-old sister-in-law residing with the family had 
only mild to moderately severe infections. All re- 
covered. Histoplasma capsulatum was isoiated from 
the sputums of the husband and wife. Elevated 
titers of agglutinins and complement-fixing anti- 
bodies were observed in the serums of all 4 per- 
sons, and all the patients had positive results from 
the histoplasmin skin test. The father was treated 
with chlortetracycline (Aureomycin), oxytetracy- 
cline (Terramycin), streptomycin, aminosalicylic 
acid, chloramphenicol (Chloromycetin), penicillin, 
and isoniazid, but none of these agents appeared 
to alter the stormy course of his disease, charac- 
terized by headache, malaise, chills, and fever as- 
sociated with pain over the right lateral chest. 
Follow-up chest roentgenograms and skin and 
serologic tests were obtained 412-5 years later from 
3 of the 4 patients. The roentgenogram of the son 
showed a typical “snow storm” pattern of tiny cal- 
cified nodules, whereas the roentgenogram of the 
father did not reveal any calcification and no ap- 
preciable change in nodular densities compared 
with that taken 5 years before. The roentgenogram 
of the wife was negative. Residual complement 
fixation titers of 1:8 and 1:16 and strongly positive 
reactions to the histoplasmin test persisted in all 
3 persons. 

Had it not been for the grave illness of the fa- 
ther, it is doubtful that the milder illnesses of the 
other members of the family would have been 
ascribed to any specific agent, much less to the 
fungus H. capsulatum. The rapid demonstration of 
agglutinins and complement-fixing antibodies with 
histoplasma antigens in early serums obtained from 
each of the patients led to immediate cultural 
studies. The latter yielded H. capsulatum not only 
from 2 of the persons involved, but ultimately also 
from the contaminated chicken compost to which 
all 4 patients had been exposed, shortly before 
their illness. 
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A Family Outbreak of Histoplasmosis. 1. Epidemi- 
ologic Studies. C. C. Campbell. J. Lab. & Clin. 
Med. 50:841-848 (Dec.) 1957 [St. Louis]. 


The family outbreak of histoplasmosis reported 
on in the preceding paper was of special interest 
because it occurred in a geographical area of “low” 
endemicity and involved persons who lived in a 
suburban rather than a rural area. Locating the 
exposure source of Histoplasma capsulatum was 
complicated by the family’s close association with 
a variety of possible foci. These included decaying 
wood, birds, their nests and eggs, rodents, domestic 
pets, and a singular but unrelated incident involv- 
ing a high concentration of dust. During a follow- 
up study 4% years after the primary infections, H. 
capsulatum was isolated from the dirt floor of an 
old chicken coop on a nearby farm. The father and 
son had collected chicken compost from this coop 
to fertilize the family garden about 10 days before 
the onset of their infections. The mother and sister- 
in-law worked in this garden during the next few 
days. This family outbreak of histoplasmosis com- 
prises only a minor part of the evidence that the 
District of Columbia area is one of high endemicity 
for histoplasmosis, contrary to the relatively low 
prevalence assigned to it on distribution maps. 
These maps might not be entirely accurate for 
other regions assigned a low prevalence but where, 
as in the District of Columbia, the incidence is 
actually not known, since histoplasmin skin tests— 
the principal method for determining the distribu- 
tion of H. capsulatum—have not been carried out 
with the same intensity in all areas of the United 
States. The finding of an increased number of cases 
in any area is generally due to a greater awareness 
of the disease and improved diagnostic methods. 
The association of exposure to this organism with 
commonplace tasks, a possibly increasing number 
of infections in heterogenous populations of sub- 
urban communities, and the prominence of the old 
chicken coops as a reservoir of H. capsulatum are 
discussed. 


Epidemiology of Syphilis and Factors Which May 
Influence the Present Tendency Toward Recru- 
descence. A. Touraine. Presse méd. 65:1851-1854 
(Nov. 16) 1957 (In French) [Paris]. 


Morbidity reports by public health centers in 
various countries, which compare the incidence of 
syphilis of the period 1952-1955 with the period 
1943-1947, reveal a decline of the disease of be- 
tween 66 and 92% in the recent years. The period 
1943-1947 corresponds to a period of increase of 
venereal diseases due to the war. The author be- 
lieves that a more realistic assessment can be ob- 
tained by comparing the period 1952-1955 with the 
period 1930-1939, when social conditions were 
more stable. Such comparison would yield a de- 
cline of only 26-80%. Another interpretation may 
be that the fall of reported cases of syphilis in re- 
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cent years shows only a short down swing of the 
secular cyclical trend of this pandemic. The results 
of serologic tests for syphilis reveal that the decline 
in number of patients with recent latent and con- 
genital forms of the disease as shown in morbidity 
reports is smaller than those obtained through 
clinical evidence. There are indications that the 
incidence of primary and secondary syphilis has 
again risen in various countries after 1955 despite 
extensive syphilis control programs. 

Recrudescence of syphilis is due to various indi- 
vidual and general factors. The individual factors 
are negligence of the patients to seek treatment 
and occasionally poor cooperation by the physicians 
to support the venereal disease control programs. 
On a broader basis, prostitution and incidence of 
syphilis rise during the periods of economic pros- 
perity, war and population migrations. Foreign 
workers, jail inmates and clandestine prostitutes 
are more exposed to the disease than other groups. 
Certain regions of the world are a sort of a per- 
petual reservoir of the infectious agent. These 
reservoirs can be eradicated only through an effec- 
tive world health program. 


Toxoplasma Infections in Animals Associated with 
a Case of Human Congenital Toxoplasmosis. C. L. 
Gibson and D. E. Eyles. Am. J. Trop. Med. 6:990- 
1000 (Nov.) 1957 [Baltimore]. 


Most of the cases of toxoplasmosis thus far 
recorded have occurred in newborn infants and 
undoubtedly have been congenital in origin, since 
many of the infected infants showed signs of the 
disease at birth and the mothers gave strong re- 
sponses when tested for antibodies, although they 
usually failed to show clinical evidence of infec- 
tion. The source from which the infection was 
transmitted to these mothers has not been eluci- 
dated, nor is it known where and how the noncon- 
genital infections, either clinical or subclinical, have 
been acquired. Recognition of fatal congenital 
toxoplasmosis in a newborn Negro infant in Mem- 
phis, Tenn., provided an opportunity for epidemi- 
ological study. Serologic-tests suggested that all 
members of the infant’s family had been exposed 
to a common source of infection at a fairly recent 
date. 

Brain tissues from all available animals in the 
immediate neighborhood were inoculated into 
white mice in an attempt to isolate Toxoplasma. 
Parasites were recovered from 7 of 35 cats, from 
2 of 3 domestic ducks, from 3 of 7 chickens, from 
1 of 16 pigeons, and from 7 of 121 mice, Mus 
musculus. Of 20 mice caught in the infected fam- 
ily's home, 5 were infected with Toxoplasma, while 
only 2 of 101 mice from neighboring homes were 
infected. One dog found 4 blocks away contained 
parasites, but 8 others taken within a half-mile 
radius of the patient’s home did not. No infections 
were found in 22 wild sparrows and cardinals. 
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Since all vertebrates in the area, except the wild 
birds, showed some degree of infection with Toxo- 
plasma organisms, it is suggested that toxoplasmosis 
should be regarded as a zoonosis in which man is 
only 1 of several vertebrate hosts. 


Vaccination and the Decline in Paralytic Polio- 
myelitis. E. H. Lossing. Canad. J. Pub. Health. 
48:449-453 (Nov.) 1957 [Toronto, Canada]. 


The Canadian vaccination program began in 
April, 1955, and by the beginning of the 1956 
poliomyelitis “season” some 1,800,000 children had 
been vaccinated, 90% of whom had received 2 or 
more doses of the vaccine. In general, the majority 
of vaccinations were performed in children of pri- 
mary school age, although in some provinces vac- 
cinations had been extended as well to preschool 
children and to older children. Comparatively few 
vaccinations were carried out during the summer 
of 1956. Knowing that vaccination confers sig- 
nificant protection against paralytic attack but 
realizing that poliomyelitis is a disease of wide 
annual fluctuation, it was felt desirable to examine 
the part that vaccination of this large segment of 
the younger population may have contributed to 
the decline in incidence experienced during 1955 
and 1956. The percentage distribution of paralytic 
poliomyelitis in prevaccination years 1952-1954 was 
compared with postvaccination years 1955-1956 by 
single year of age up to age 14 and by 5-vear age 
groups from 15 years upward. In the prevaccina- 
tion years, paralytic poliomyelitis occurred mostly 
in children in the older preschool and younger 
school ages, followed by a gradual decline with 
age, while in 1955-1956 the proportion of polio- 
myelitis cases among children between 5 and 10 
vears of age was relatively smaller. 

Focusing attention on individual years at the 
extremes of the period under consideration, a com- 
parison of the percentage distribution of paralytic 
poliomyelitis by 5-year age groups in the prevac- 
cination year 1952 and postvaccination year 1956 
showed a similar picture. In the former, the peak 
distribution at ages 5-9 followed by a gradual de- 
cline with age was evident. When the 1956 dis- 
tribution was examined, the relative reduction pre- 
viously seen in the proportion of cases occurring 
in the school ages was again apparent. The rela- 
tively larger proportion of cases in age group 0-4 
could be observed. It would seem reasonable to 
infer that the relative lack of paralytic cases which 
has been demonstrated in the vaccinated ages is 
the reflection of the protective effect of the vaccine 
program. In doing this, however, the possible 
“natural” immunizing effect of the epidemic year 
1953 should not be overlooked. The incidence of 
paralytic poliomyelitis should be studied over the 
next few years to ascertain whether further changes 
in the age distribution pattern will parallel the 
progressive development of vaccination programs. 


J.A.M.A., March 15, 1958 


BOOK REVIEWS 


Stedman’s Medical Dictionary of Words Used in Medicine 
with Their Derivations and Pronunciation Including Dental, 
Veterinary, Chemical, Botanical and Other Special Terms; 
Anatomical Tables of Titles in General Use, the Terms 
Sanctioned by the Basle Anatomical Convention; the New 
British Anatomical Nomenclature; Nomina Anatomica, Re- 
vised by the Fifth International Nomenclature Congress of 
Anatomists; Pharmaceutical Preparations Official in the U. S. 
and British Pharmacopeias or Contained in the National 
Formulary; Biographical Sketches of Figures in the History 
of Medicine. Edited by Norman Burke Taylor, V.D., M.D., 
F.R.S.C., in collaboration with Lt. Col. Allen Ellsworth 
Taylor, D.S.O., M.A., classical editor. Nineteenth edition 
with etymologic and orthographic rules. Cloth. $12.50. 
Pp. 1656, with illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1957. 


No medical dictionary can hope to keep up with 
the changes in terminology and additions to the 
vocabulary in medicine and the allied fields. For 
this reason frequent revisions are mandatory. A new 
edition of Stedman’s Medical Dictionary, long a 
classic, was last seen four years ago. That is about 
as often as a new edition can profitably be pub- 
lished. For those who must use such a dictionary 
almost daily, a new edition is always welcome and 
this one is no exception. The names of pharma- 
ceutical preparations have been changed from Latin 
to English to conform with the latest edition of the 
United States and British Pharmacopeias. An ex- 
tensive section on medical etymology is included. 
Eponyms are defined under the surname rather 
than under the noun modified (disease, reaction, 
etc.). Many of the entries are tabular, and some 
of these include a list of “related terms” that should 
prove helpful to the student. Appendixes give 
weights and measures, symbols, proofreader’s marks, 
comparative temperature and barometric scales, 
chemical elements (this table should have included 
the common isotopes), pathogenic microparasites 
(too incomplete a list to be of much value), and 
anatomic nomenclature. The illustrations are ade- 
quate. Unfortunately, in an effort to keep the size 
of the book—almost 100 pages more than appeared 
in the preceding edition—within bounds, the type 
size (the same as in the 18th edition) is very small. 
How this problem of constant expansion will be 
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met in the 20th edition, promised in three or four 
years, is hard to foretell, but further reduction in 
type size would be highly undesirable. 


Essentials of Human Anatomy. By Russell T. Woodburne, 
A.M., Ph.D., Professor of Anatomy in University of Michi- 
gan Medical School, Ann Arbor. Cloth. $12.50. Pp. 620, 
with 403 illustrations. Oxford University Press, 114 Fifth 
Ave., New York 11, 1957. 


This newest textbook of gross human anatomy is 
characterized by an integrated systematic presenta- 
tion of the subject under regional headings. Within 
each region the order of presentation is from super- 
ficial to deep, corresponding to dissection pro- 
cedure. Specific sections on neuroanatomy, em- 
bryology, and special senses are not included as 
detached entities, but the subject matter is included 
where appropriate in the regions considered. This is 
a comparatively concise anatomy textbook, yet, as 
the title indicates, it covers the essentials of human 
anatomy. The introductory chapter presents the 
basic concepts of the systems of the body, and 
succeeding chapters are devoted to the upper limbs, 
head and neck, back, chest, abdomen, perineum, 
pelvis, and lower limbs. This arrangement permits 
the efficient use of this text for almost any variety 
of dissection sequence. The presentation of varia- 
tions has been limited to those most frequently en- 
countered, vascular variations being given most 
attention. The nomenclature used is that adopted 
in 1955 by the Sixth International Congress of Anat- 
omists. The illustrations help to clarify the descrip- 
tive material. Selected references are provided at 
the end of each chapter. With the present trend 
toward reduction in time allotted to gross anatomy, 
a book of this type serves an essential purpose by 
fulfilling the requirement of conciseness and yet 
covering the subject with sufficient thoroughness. 
The volume is well bound, and the type is clear and 
easy to read. The names of principal structures are 
printed in boldface type, and cross references are 
abundant. The quality of the plates is generally 
good, although some are rather small. This volume 
can be recommended with enthusiasm for medical 
students and for physicians who wish to review the 
essentials of human anatomy. 
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QUESTIONS AND ANSWERS 


HEART DISEASE AND HEMOPTYSIS 

To tHE Eprror:—Three years ago a man, 68 years 
old, developed what seems to be a_ typical 
angina, with substernal pressure brought on 
by exertion, accompanied by tired feeling 
along the inside of the arms, and with relief 
by rest and glyceryl trinitrate therapy. At 
about the same time he began to have gross 
hemoptysis, sometimes every day for three or 
four days. He seems to relate it to his more severe 
attacks of substernal discomfort, stating that it 
usually comes on 8 to 12 hours afterwards. 
Physical examination indicated signs suggestive 
of aortic stenosis and insufficiency. There is a 
loud, harsh, high-pitched systolic murmur over 
the entire precordium. This can even be heard 
without the stethoscope. It is loudest over the 
base but also very loud at the apex. There is 
a thrill in the aortic area, at the apex, and over 
the carotid artery. The second pulmonic sound 
is louder than the second aortic sound. There is 
also a soft blowing diastolic murmur along the 
left sternal border. Rhythm is regular; blood 
pressure has ranged from 170/90 to 150/80 mm. 
Hg. Is there any connection between his heart dis- 
ease and the hemoptysis? There is no evidence of 
mitral stenosis. How much diagnostic work should 
this patient undergo for the purpose of determin- 
ing the cause of his hemoptysis? Should he have 
a bronchoscopy, arteriography, etc., when he 
probably is not a good candidate for anything 
definitive? Would surgery to improve his coro- 
nary circulation be indicated? Would a medical 
thyroidectomy be of value? \f_D.. New York. 


ANnsweR.—For a connection between the heart 
disease and hemoptysis, one naturally thinks of 
mitral stenosis first, which the questioner has done. 
There may be a mitral lesion associated with the 
aortic valve involvement, and the physician should 
energetically and perhaps repeatedly avail himself 
of roentgenography, roentgenoscopy, and physical 
examination. Thus, a slightly over-penetrated x-ray 
film in the posteroanterior view may show the 
double density of an enlarged left auricle, and the 
barium-filled esophagus may be indented when 
viewed in the right oblique position. Failure of the 
left side of the heart as a cause of the hemoptysis 
versus a pulmonary etiology could be checked by 
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a circulation time study, e. g., arm-to-tongue time. 
In heart failure, it would be prolonged; in pulmo- 
nary insufficiency, a normal or decreased value 
would be obtained. Bronchoscopy could be con- 
sidered, but the bronchoscopist must decide if this 
man of 68 with an anginal syndrome, hypertension, 
and valvular lesions could stand the procedure. 
Aortic insufficiency with failure of the left side of 
the heart, of course, can induce hemoptysis, but 
apparently the questioner has excluded heart fail- 
ure. It is far less common in aortic insufficiency, 
per se, than in mitral stenosis. Surgery for aortic 
stenosis has improved, and success has been re- 
ported in younger people. If the surgeon attempted 
this and found a mitral stenotic lesion, he would 
operate upon both valves. If, however, aortic in- 
sufficiency is present, this would complicate the 
situation considerably and might contraindicate any 
operative procedure on the valves. 

In regard to the question of how to improve the 
coronary circulation, if the patient is in status 
anginosus, an intensive medical regimen might im- 
prove his condition. Furthermore, the psyche is an 
important factor, and if one can improve the pa- 
tient’s outlook, he will have a better chance for 
improvement. Iproniazid, 50 mg., three times daily, 
after meals, might be assayed. This consultant is 
giving it a wide trial in angina pectoris, and it is 
the first drug he has found promising in his whole 
professional career of nearly four decades. Ligation 
of the internal mammary artery is a relatively sim- 
ple operation, and if any procedure is to be per- 
formed for the anginal syndrome, this would be 
the choice. The results, of course, still require longer 
follow-up. Medical thyroidectomy is also to be 
considered, and good results have been observed. 
The candidates, however, were considerably young- 
er than 68 years of age. All in all, a trial of medical 
treatment at home is suggested, but if the patient 
is not improved, hospitalization would be essential 
for further investigation. 


EXCESSIVE GROWTH OF BODY HAIR 

AFTER PREGNANCY 

To tHE Eprror:—What are the possible causes of 
hirsutism, chiefly of the forearms and face, devel- 
oping progressively after each of three pregnan- 
cies in a 32-year-old woman? What is the treat- 
ment? Jack Schreiber, M.D.., Canfield, Ohio. 
Answer.—Growth of body hair is occasionally 

noted during pregnancy. This seems to occur more 

commonly when a familial tendency exists; how- 
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ever, it is entirely possible that the growth relates to 
increase in production of adrenal steroids during 
pregnancy, which may indeed be responsible for 
the pigmentation and other changes observed dur- 
ing gestation. Quite frequently the hair growth re- 
cedes after delivery, but in those cases where it 
does not recede, epilation seems to be the only 
therapeutic possibility. 


ANSWER.—Hypertrichosis is found in connection 
with acromegaly. In such cases the treatment is 
directed at the acromegaly. It is unlikely that the 
hair growth would be affected even after the acro- 
megaly has been brought under control—that is, 
after the progress has been stopped. Hypertrichosis 
is also associated with hyperfunction of the adrenal 
cortex, either as in Cushing’s syndrome or in the 
adrenogenital syndrome. In any case, the functional 
level of the adrenal cortex should be ascertained. 
Discussion of the various procedures to be used 
in such a study can hardly be undertaken in this de- 
partment. It should be remembered that when all! 
other diagnostic procedures have been exhausted, 
it may still be necessary to do an exploratory oper- 
ation to determine the size and status of the adrenals. 

Cushing's syndrome may be found in connection 
with adrenals that are the seat of carcinoma or ade- 
noma or in glands that are hyperplastic or entirely 
normal both macroscopically and microscopically. 
The syndrome may be treated medically, that is, by 
the administration of estrogens and other indicated 
medicaments. This will occasionally bring about a 
remission, but in such cases the amount of hair does 
not diminish. To these measures may be added ir- 
radiation of the pituitary. This will produce a re- 
mission for varying lengths of time in about 25% of 
the cases. In these cases some hair is lost. Partial 
adrenalectomy may be done either before or after 
irradiation of the pituitary. If an adenoma or carci- 
noma is found, it should of course be removed. Re- 
missions following such a procedure are accompa- 
nied by considerable loss of hair. 

In cases of the adrenogenital syndrome, adminis- 
tration of cortisone in doses sufficient to reduce the 
urinary output of 17-ketosteroids to very low levels 
is the treatment of choice. Recommended doses 
(Soffer: Diseases of the Endocrine Glands, ed. 2, 
Philadelphia, Lea & Febiger, 1956, p. 402) as fol- 
lows: intramuscular injection of 100 mg. of corti- 
sone daily in older children and in adults and 25 
mg. daily in infants. After 7 to 10 days the 17-keto- 
steroid output falls to a minimal level, which 
should be maintained indefinitely. In general, the 
intramuscular administration every three or four 
days is preferable to oral medication. The average 
maintenance requirement for adults is 75 to 100 mg. 
every three to four days’ and for infants 24 to 32 
mg. every three to four days. This procedure sup- 
presses the signs of virilism, brings about menstrua- 
tion, and has some effect on the excess hair. 
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Hypertrichosis is also associated with various 
tumors of the ovary (arrhenoblastoma, thecoma, 
and adrenal rest tumors) and also with polycystic 
ovaries (the Stein-Levinthal syndrome). Explora- 
tory operation may be necessary to determine the 
structure of the ovaries. Women past the climacteric 
sometimes grow excess hair and develop diabetes 
(the Achard-Thiers syndrome or “diabetes of 
bearded women”). It is probable that the adrenal 
cortex plays some part in this picture. Finally, in 
many—perhaps in most—cases, no cause can be 
found for the excess hair. 


PERINEAL PRURITUS 
To THE Eprtor:—A patient is suffering from persist- 
ent perineal pruritus. The urine is negative for 
sugar. She has no female organ pathology or dis- 
charge. Please furnish information as to the 
possible etiology and treatment. 
Edwin P. Bickler, M.D., Milwaukee. 


ANsWeER.—Anogenital pruritus in women is most 
often localized to the vulva or perianal region but 
may involve the perineum as well. It may occur 
with or without visible skin lesions. If there are no 
skin changes except excoriations, the following 
diagnoses must be considered: (1) psychogenic 
pruritus, usually due to sexual maladjustment 
(scratching in these cases often serves as the 
equivalent of masturbation); (2) menopausal 
pruritus, which sometimes responds to estrogen 
therapy and is variously regarded as endocrine or 
psychogenic; (3) senile pruritus, due to senile 
atrophy and dryness of the skin; (4) diabetic 
pruritus, occurring occasionally in patients without 
glycosuria but with a diabetic glucose-tolerance 
curve; (5) localized allergic pruritus due to drugs: 
(6) pediculosis pubis; or (7) pinworms. If the skin 
is erythematous or shows definite lesions, the fol- 
lowing diagnosis must be considered: (1) intertrigo, 
due to maceration, friction, and poor hygiene, most 
frequent in the obese and those with hyperhidrosis; 
(2) irritation due to vaginal discharge or diarrhea: 
(3) cutaneous moniliasis with or without vaginitis, 
seen after systemic use of broad-spectrum antibi- 
otics or in diabetics; (4) lichen simplex chronicus; 
(5) localized manifestation of atopic dermatitis; 
(6) seborrheic dermatitis; (7) psoriasis, which may 
be localized to the anogenital region; (8) kraurosis 
vulvae; (9) contact dermatitis due to soaps, pow- 
ders, body lotions, underwear, douches, contra- 
ceptives, deodorants, antiperspirants, chemicals 
contained in menstrual pads, toilet paper, nail 
polish; (10) tinea cruris; or (11) senile atrophy. 

Systemic therapy depends on the cause. It in- 
cludes such measures as elimination of contact 
irritants, internal allergens, or infectious agents 
(bacterial, mycotic, or parasitic) and psycho- 
therapy supplemented by sedatives or tranquilizers. 
Topical therapy depends largely on the condition 
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of the skin. If there is erosion or exudation, cool 
astringent sitz baths in 1:40 Burow’s solution, boric 
acid, or camomile extract should be used, followed 
by hydrocortisone lotion and antipruritic lotions or 
creams containing 1% phenol, 0.5% menthol, 3% 
liquor carbonis detergens. 

It is best to avoid topical antihistamines and local 
anesthetics of the “caine” series because of the high 
incidence of sensitization. If the skin is dry and 
thickened, Lassar’s paste containing 3% Zetar, 2% 
salicylic acid, and 0.5% phenol is useful. Pheno- 
barbital or antihistamines administered orally have 
some antipruritic effect. Intravenous injections of 
10 cc. of Sandostene with calcium will usually tide 
the patient over an acute itching crisis. Grenz-ray 
therapy is extremely helpful in patients with chronic 
dermatitis. Amino acid ointment should be applied 
twice daily when there is irritation by soft or liquid 
feces. For diagnosis and therapy of psoriasis or 
seborrheic dermatitis in these areas, standard 
dermatological texts should be consulted. Pruritus 
not responding to the above measures is sometimes 
treated by subcutaneous injection of 70% ethyl 
alcohol (Haskell and Smith: J. A. M. A. 106:1248- 
1249 [April 11] 1936), resection of pudendal nerves, 
or even vulvectomy, but even these drastic pro- 
cedures may be followed by a recurrence of the 
itching. Vulvectomy is indicated in kraurosis vulvae 
with extensive leukoplakia. Tattooing of the in- 
volved skin with mercuric chloride has given good 
results in some cases. An excellent and more de- 
tailed discussion of this whole problem can be 
found in Sulzberger and Wolfs “Dermatology: 
Essentials of Diagnosis and Treatment” (Chicago, 
Year Book Publishers, Inc., 1952). 


AGAMMAGLOBULINEMIA 

To THE Eprror:—Approximately one year ago a 17- 
day-old infant was found dead in bed. Gestation 
and delivery had been uneventful. One year later, 
a second child was given gamma globulin at ap- 
proximately 4 weeks of age and was found dead 
in bed in a manner similar to that of his brother. 
This may be a matter of coincidence or of gamma 
globulin disease. Pathological findings in both 
cases revealed that the individuals died of an in- 
terstitial pneumonia. What is the possibility of a 
similar outcome if there should be a third child? 
Please comment on the advisability of providing 
gamma globulin at the time of birth and on 
maintenance for an indefinite period of time. 


M.D., California. 


Answer.—In the infants reported, death occurred 
at the ages of 17 and 28 days, and pathological 
studies revealed similar interstitial pneumonias. It 
might be well to review carefully the microscopic 
tissue studies to determine if there was anything to 
point to a common etiological agent to which both 
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infants might have been exposed. The evidence sub- 
mitted does not warrant the supposition that agam- 
maglobulinemia was present in these patients: 

Congenital agammaglobulinemia is a genetic de- 
fect transmitted through the mother to male off- 
spring. Suggestive evidence of this disturbance may 
sometimes be found elsewhere along the family 
tree. Both these infants were boys, but family his- 
tory is lacking. Usually, however, in congenital 
agammaglobulinemia unusual susceptibility to in- 
fection is observed only during the second half year 
of life, after the disappearance of immunity trans- 
mitted transplacentally from the mother. 

The adult form of agammaglobulinemia is ac- 
quired later in life, and women with this disease in 
the course of pregnancy show increasing levels of 
gamma globulin during the last trimester. Accord- 
ing to Good, this is synthesized in the placenta, not 
in the fetus, and during this time the mother’s capac- 
ity for bacterial immunization rises. These mothers 
do not induce low levels of gamma globulin in their 
offspring at birth. 

Most normal] infants, even the offspring of moth- 
ers with adult acquired hypogammaglobulinemia, 
have normal levels of gamma globulin equal to or 
in excess of those of the adult. During the first few 
weeks of life the gamma globulin declines in amount 
and at 2 to 6 months of age may be significantly 
low. This fact has been advanced by Spain as a 
cause for the “crib death syndrome” during this age 
period. The two infants in question, however, died 
before significant decline in gamma globulin levels 
would thus be expected to occur. 

The injection of gamma globulin under the con- 
ditions cited might be of value in possible pro- 
tection against some common infectious agents, 
although even large doses will not enable agamma- 
globulinemic patients to synthesize their own anti- 
bodies. There can be no objection to the use of 
gamma globulin in a future offspring in this family 
in the hope of thus passively transferring antibodies 
to it, although this was not successful in the second 
case recorded. Excellent summaries on this subject 
are by Good and Zak ( Pediatrics 18:109, 1956) and 
Good and others (Ann. New York Acad. Sc. 64: 883, 
1957 ). 


GINGIVAL LEUKOPLAKIA 
To THE Eprror:—Is there anything that can be done 
for gingival leukoplakia? M.D.. Missouri. 


Answer.—Any thickening of the mucosal epi- 
dermis tends to develop a whitish discoloration. 
Leukoplakia is the analogue of senile keratosis on 
the skin and, as such, has potentialities for malig- 
nant change and development. However, in a large 
number of cases no progression takes place, and 
in some there is even regression to normal spon- 
taneously or with removal of an irritant such as 
discontinuance of smoking. Patients using proper 
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hygiene, who are free of incitants, such as syphilis, 
may be watched for untoward changes. Thickening, 
induration, fissuring, and extension of patches 
should suggest the making of biopsies. Snipping 
tiny bits of mucosa here and there from selected 
sites is adequate for histological study. Destruction 
by cautery or resection is indicated where there is 
suspicion of irreversible changes. A number of 
medical measures have been advocated for use both 
locally and systemically. Unfortunately, none has 
proved reliable or gives reproducible results. 


MONGOLISM AND ADRENAL HYPERPLASIA 


To THE Eprror:—An 11-year-old girl with typical 
Mongolism has a history of rather frequent up- 
per respiratory infections, without any serious 
sequela, and earlier in life had recurrent attacks 
of pyelitis with none in the past few years. Re- 
cently small cataracts have been noted. Growth 
and development have been about average for 
this condition. The protein-bound serum iodine 
level is 3.2 meg. per 100 cc. Because of the lack 
of cooperation, a basal metabolic rate determina- 
tion has never been made. The 17-ketosteroid de- 
termination showed 8.1 mg. per 24 hours. The 
use of 5 mg. of prednisone per day for three 
weeks reduced the 17-ketosteroid output to 1.5 
mg. for 24 hours. When this was discontinued, 
and after a period of five months, the 17-keto- 
steroid output was 10.4 mg. for 24 hours. The use 
of sodium liothyronine, 7.5 meg. per day, was also 
tried and helped the character of her skin, and the 
mother thought that her general vivacity was in- 
creased. Except for increase in black hair over the 
lip areas and over the shoulders, there were no 
other evidences of virilism. Pubic hair is appearing, 
as is axillary hair, but this might not be considered 
necessarily abnormal at this age. The problem is 
whether under these circumstances there is justi- 
fication for the continued use of whatever mini- 
mal amounts of prednisone are required to re- 
duce the 17-ketosteroid output to normal. Also, 
in view of the borderline protein-bound iodine 
level, is the continued use of sodium liothyronine 
justified? M.D., Washington. 


ANSWER.—In the ll-year-old girl with Mongol- 
ism, the depression of the 17-ketosteroid output 
from 8.1 mg. to 1.5 mg. per 100 cc. after the daily 
use of 5 mg. of prednisone implies that there is a 
moderate degree of adrenal hyperplasia. This would 
explain the growth of hair of the lip, shoulders, 
and pubic areas. Mongolism is not known to be 
necessarily associated with adrenal hyperplasia. It 
would be well to reevaluate the patient’s presumed 
adrenal hyperplasia by determining the 17-keto- 
steroid level and pregnanetriol level after cessation 
of prednisone medication. Aside from the cosmetic 
effect, there seems to be no advantage in continu- 
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ing the prednisone therapy in this patient. It 
would be well to continue the use of sodium liothy- 
ronine inasmuch as subclinical cases of hypothy- 
roidism are often associated with Mongolism. 


SALMONELLA PARATYPHI B 

To tHE Eprror:—Can a definite diagnosis of Sal- 
monella paratyphi B be made without isolating 
the organism in the blood or feces? A patient's 
agglutination test was positive and stool cultures 
were not positive for the organism. Clinically the 
patient ran a high fever (103 to 104.5 F [39.5 to 
40.3 C]) for about four days and had diarrhea but 
none of the other clinical signs. Please describe 
the intraperitoneal. pathology that would make 
this condition (Salmonella paratyphi B) simu- 
late acute appendicitis. M.D., New York. 


ANSWER.—For practical purposes a specific Sal- 
monella type of organism cannot be identified as a 
causative agent of an infection solely on the basis 
of agglutinins in the patient’s serum. A diagnosis 
of paratyphoid B is not justified in this case in the 
absence of finding the specific organism. Salmonella 
paratyphi B may give rise to a typhoid-like disease 
in man in which there is a bacteremia and involve- 
ment of the lymphatics in the terminal ileum. In 
such cases some of the symptoms may simulate 
those of acute appendicitis. In the case mentioned 
multiple blood, urine, and stool cultures should be 
taken during the course of the acute illness to ex- 
clude the possibility of Salmonella. Other infectious 
agents including enteric viruses must be considered. 


TREATMENT OF HIGH FEVER 

To THE Eprror:—A 2-year-old child has acute ton- 
sillitis with an unremitting fever of 106 to 107 F 
(41.1 to 41.7 C). Is there any objection to using 
hormonal therapy (prednisolone, 20 mg. intrave- 
nously, or prednisone orally in similar or higher 
dosage) for a short period to aid in reducing the 
temperature? 

Milton H. Hollander, M.D., Rahway, N. J. 


ANSwER.—Almost unquestionably most authorities 
would answer this query with a resounding objec- 
tion. There is definite objection to relying on pred- 
nisone for the treatment of high fever of undeter- 
mined etiology at any age. Corticosteroids suppress 
inflammatory response to infectious agents and dis- 
guise clinical evidences of disease. This is employed 
to good effect in certain well-defined conditions of 
variable severity—especially in the collagen group 
of diseases. Suppression of the defensive inflamma- 
tory response of the host by means of corticoster- 
oids may lead to dangerous progression of infec- 
tions due to bacterial agents or even to such mild 
virus pathogens as varicella or herpes zoster. Prob- 
ably the dangers in this regard have not been fully 
explored or anticipated. 
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In some fulminant bacterial infections, such 
as bacteremia due to the Neisseria meningit- 
ides or the Diplococcus pneumoniae, temporary 
amelioration of symptoms may be secured by these 
agents. This expedient is sometimes dramatically 
effective. This can be utilized with safety, however, 
only if appropriate antibiotics are simultaneously 
employed in generous dosage, preferably in excess 
of those usually given. The use of prednisone in 
tonsillitis, roseola, or the many other infections of 
early childhood with which these might readily be 
clinically confused may lead to a brief and decep- 
tive period of improvement succeeded by progres- 
sion of the underlying disease unimpeded by the 
defenses of the patient or the administration of 
effective anti-infectious agents. Unremitting high 
fever in a 2-year-old child should first lead to un- 
ceasing efforts to determine the exact site of infec- 
tion and the nature of the pathogen. Once this 
search is thoroughly instituted, a presumptive diag- 
nosis may point the way to definitive therapy. 
Meanwhile, purely supportive and symptomatic 
therapy, aspirin, hydrotherapy, and anticonvulsants 
are much more useful than prednisone or other 
corticosteroids and are devoid of the dangers in- 
herent in these powerful drugs. 


DERMATITIS HERPETIFORMIS AND 

NEURODERMATITIS AT THE SAME TIME 

To tHe Eprror:—About five years ago a 15-year-old 
girl had lesions which were rather typical of a 
dermatitis herpetiformis. The response to treat- 
ment was also typical of the disease. Sulfapyridine 
helped her tremendously. After some years, the 
lesions have changed in their distribution. While 
rather generalized, they involve the flexor sur- 
faces of the elbows and knees. They have a rather 
characteristic appearance of a generalized neuro- 
dermatitis. This time there has been no response 
to the sulfa drugs. Sulfapyridine was tried first. 
There was not much response to prednisolone 
tablets, 5 mg. four times daily. When corticotropin 
(ACTH), 40 units daily, was given, response was 
immediate. Sedation with barbiturates was of 
very little help. Is it possible to have a combina- 
tion of neurodermatitis and dermatitis herpeti- 
formis? If this is an uncomplicated neuroderma- 
titis, what would be your suggestion as to the 
management? M.D., Alabama. 


Answer.—It is possible to have a combination of 
dermatitis herpetiformis (Duhring’s disease) and 
neurodermatitis in a given patient at the same time. 
However, dermatitis herpetiformis is characterized 
by a multiformity of cutaneous patterns, and dif- 
ferent aspects may be manifested in succeeding 
attacks. The lesions of dermatitis herpetiformis may 
simulate neurodermatitis to a remarkable degree. 
While there is no reason why a patient could not 
have dermatitis herpetiformis at one time and a 
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neurodermatitis later, it is just as possible that she 
had an eruption of dermatitis herpetiformis on both 
occasions. The treatment of neurodermatitis is diffi- 
cult. Local application of a 1% hydrocortisone oint- 
ment or possibly a tar ointment or tar paint should 
give good results. Often, tranquilizers are indicated. 
A starch and soda bath is a good antipruritic agent 
and is relaxing to the patient. If available, x-ray 
therapy is valuable. Nonspecific measures such as 
generalized ultraviolet light and calcium given intra- 
venously are beneficial in many instances. Systemic 
corticosteroids are indicated only in very severe 
cases or in those in which more conservative 
measures have failed. 


TESTING FOR FLUORIDE IDIOSYNCRASY 

To THE Eprror:—Exactly what tests and office pro- 
cedures can be used to determine individual 
idiosyncrasy or intolerance to fluorides? Are there 
practical tests available to the family doctor 
which he can use to determine whether various 
subjective complaints are actually caused by 
fluoride ingestion or just a fear reaction to arti- 
ficially fluoridated water in a community?—that 
is, concrete test which may be used to identify 
early signs of fiuoride poisoning, so that a fam- 
ily physician may be guided in his treatment 
and thereby prevent intractable, neglected cases 
of chronic fluoride poisoning. 


Herman R. Levine, M.D., Brooklyn, N. Y. 


ANSWER.—What is here asked does not exist. 
There are no simple tests for blood or urinary 
fluorides, such as may be carried out by the physi- 
cian in his office or by the usual clinical laboratory. 
Precise tests require a high degree of chemical 
skill and equipment of uncommon nature. In hun- 
dreds of instances, these tests have been applied 
in children and adults prior to the institution of 
artificial fluoridation, as well as during long pe- 
riods of properly fluoridated water imbibition, after 
removal from artificially fluoridated water supply, 
and in connection with defluoridation of waters 
naturally high in fluorides. In adults, on_ initial 
exposure to fluoridated water the urinary fluoride 
increases in time and in proportion to the fluoride 
intake, but a balance is reached after which the 
output essentially equals the intake. In growing 
children, the leveling off point is not reached dur- 
ing the growth period, but fluoride retention re- 
mains within the limits of tolerance. There is no 
evidence that the quantity of fluorides thus enter- 
ing the body leads to any demonstrable indications 
of harm. This statement does not apply to water 
consumption when the natural fluoride content is 
excessive nor to high industria] intake of fluorides. 
There are no confirmed reports of chronic fluoride 
poisoning from properly artificially fluoridated 


waters. 
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INVOLUNTARY ABDOMINAL MUSCLE 

CONTRACTIONS 

To THE Eprror:—A 57-year-old woman for the past 
six months has been having intermittent, involun- 
tary, spasmodic muscular contractions, which 
appear to involve the abdominal musculature 
and which occur principally and regularly in the 
recumbent position. These contractions are sug- 
gestive of hiccups, except that they involve the 
diaphragm only passively, as demonstrated by 
fluoroscopy. They occur at irregular intervals of 
a few seconds and are easily palpable by resting 
one’s hand on the patient's abdomen shortly after 
she lies down. She has no associated dysphasia, 
hiccups, or significant digestive complaints. X-rays 
of the gastrointestinal tract are normal, except for 
diverticulosis of the colon, which is not causing 
any difficulty. The patient has taken various 
tranquilizer drugs, as well as mephenesin, anti- 
histaminics, and quinidine, without result. Please 
make suggestions regarding diagnosis and treat- 
ment of this bizarre phenomenon. 

M.D. Kentucky. 


ANsSweR.—The consultant has seen two similar 
cases. In both there were intense contractions of 
muscles. In one instance, the contractions were al- 
most exactly as described, making a rippling pattern 
over the abdomen and over most of the back as well. 
In the other, the contractions were tetanic and 
spasmodic and involved the whole lower half of the 
body and lower extremities. In both instances the 
disturbances could be clearly related to emotional 
trauma and were greatly relieved by the intravenous 
administration of amobarbital. They were thought 
to represent tonic and clonic muscle contractions 
as part of a hysterical conversion state. 


NARCOLEPSY AND CATAPLEXY 

To THe Eprror:—A 23-year-old man has narcolepsy, 
cataplexy, and disturbances of sleep, including 
somnambulism and sleep paralysis. To control his 
daytime somnolence, sympathomimetic drugs, 
thyroid extract, and ephedrine have been used; to 
all of these he has ultimately become resistant. 
Please suggest some regimen of medication or 
routine which could be helpful. Psychotherapy 
has been considered. 

Frank Anker, M.D., Oakland, Calif. 


Answer.—Before psychotherapy is advised, it 
would be useful to do some laboratory work on this 
patient. While a number of patients with narcolepsy 
and cataplexy lack evidence of organic lesion, oc- 
casionally lesions of the hypothalamus can produce 
the same symptoms. Narcolepsy may be a sequela 
or occur together with encephalitis, brain tumor, 
polycythemia rubra, and brain injury. Sometimes 
narcolepsy occurs together with epilepsy. 
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Spinal fluid analysis, x-rays of the skull, careful 
and complete blood studies are indicated. An elec- 
troencephalogram is of utmost importance. A neuro- 
logical survey should be of help. 

If exhaustive studies are made and there are no 
evidences of an organic lesion, psychiatric therapy 
is indicated. Nonorganic narcolepsy is highly resist- 
ant to chemotherapy, so that the physician’s expe- 
rience is pretty much universal. Occasionally large 
doses of amphetamine or methylphenidate hydro- 
chloride will help temporarily, but ultimately one 
has to get at the underlying cause—organic or not 
organic—and then treat the cause. 


DIET FOLLOWING OPERATION 
ON LARGE INTESTINE 


To tHE Eprror:—The diet customarily prescribed 
after operations on the large intestine excludes 
fiber-containing foodstuffs such as pineapple, 
cantaloupe, clams, or oysters. What is the ration- 
ale of such a regimen? What are the sequelae of 
breaking such rules? M.D.. Illinois. 


Answer.—Ideas differ widely with respect to the 
diet indicated after operations on the large intestine. 
Presumably the question refers to resection of a 
portion of the colon for cancer or for diverticulitis. 
In such instances the lesion is removed, and there 
is no reason for restriction of the diet. If abdominal 
distress is present there may be other reasons for 
restricting the diet. 


UNUNITED FRACTURE OF RIBS 


To THE Eprror:—Ten weeks ago a patient suffered 
a stress fracture of the left first rib at the scalenus 
attachment. No pathological process existed which 
could have predisposed the area to fracture or 
which could interfere with the healing process. 
There appears to be a nonunion, or at least a 
delayed union, at present. X-rays to date have 
confirmed lack of healing. Inadvertent anterior 
rotation of the shoulder results in a clicking noise 
and, if repeated several times, leaves the area 
rather painful, especially at the attachment of the 
rib to the vertebra. Also, rotation of the cervical 
spine to the right produces a similar reaction. The 
literature dismisses rib fractures lightly except 
for intrathoracic complications but mentions that 
isolated first rib fractures are rare. What is the 
recommended treatment and prognosis? 

M.D., Michigan. 


ANsweER.—Ununited fractures of ribs, although 
rare, are seen often enough to justify the formula- 
tion of an opinion about them. The mechanism of 
fracture usually is one of stress, rather than a direct 
blow. Violent coughing is one of the most common 
forms of stress. This probably is why stress fractures 
of ribs tend more commonly to result in nonunion, 
for the mechanism of muscle force which originally 
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causes the fracture in turn tends to cause some dis- 
placement of the fragments and excess motion at the 
site of fracture. Pain is not often a problem when 
nonunion occurs. If there is pain at the site of frac- 
ture, however, injections of hydrocortisone can be 
tried, and some improvement might be anticipated 
from this measure. Surgical measures, such as bone 
grafting, are never recommended. On theoretical 
grounds, however, rib resection could be carried out 
as a last resort. 


DOUGHY ABDOMEN 
To tHE Eprror:—A 43-year-old woman com- 
plains of pains of two weeks’ duration over the 
upper abdomen. Her bowels move three to four 
time a day. She cannot digest her food and is con- 
stantly belching up gas. She gets gas pains in her 
abdomen at various times, but they are worse 
after she eats. The gallbladder, with stones, was 
removed in December, 1954. The abdomen is 
markedly distended and doughy in consistency. 
Pelvic examination revealed no tumors or masses 
or localized tenderness. Stool examination re- 
vealed moniliasis. The patient was treated for 
four weeks with no success. Please advise as to 
the most effective therapy. 
M.D., Pennsylvania. 


Answer.—The most effective therapy will natural- 
ly depend upon the underlying disorder. If the im- 
pression of a doughy abdomen is correct, then the 
condition is either tuberculous peritonitis or, more 
rarely, malignant plastic peritonitis. It may be that 
a pseudo-doughy sensation was caused by fluid, in 
which case it would be necessary to differentiate 
between ascites and a large ovarian cyst by percus- 
sion. If ascites were demonstrated, it would be es- 
sential to obtain about 10 ml. of the ascitic fluid for 
specific gravity, total protein, and cytology tests. 
The diagnosis would follow the investigations in- 
dicated by these findings. It is, however, important 
to suspect the bile ducts in any patient who has 
undergone cholecystectomy, especially when stones 
were present. If, in fact, the abdomen is merely 
bloated with gas and gastrointestinal studies are 
negative, intravenous cholangiography should be 
performed to determine the presence or absence of 
a stone in the common bile duct, which could well 
account for the findings described. 


OPTIC NEURITIS 
To tHE Eprror:—What are the possible causes of 
optic neuritis, and what is the treatment if one 
cannot find the cause? 
D. H. Anthony, M.D., Memphis, Tenn. 


ANswER.—The causes of optic neuritis are so nu- 
merous that they can be best classified in groups. 
The first includes the constitutional diseases, such as 
syphilis, tuberculosis, sarcoidosis, diabetes, actino- 
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mycosis, brucellosis, leprosy, influenza, epidemic 
cerebrospinal meningitis, typhoid, tularemia, and 
trichinosis. The second includes local infections of 
sinuses, intraocular inflammation including uveitis, 
intracranial infections, infections of teeth and pros- 
tate, and gonorrhea. The third includes central 
nervous infections, multiple sclerosis, acute dis- 
seminated encephalomyelitis, neuromvelitis optica, 
and diffuse periaxial encephalitis. The fourth in- 
cludes a miscellaneous collection—herpes ophthal- 
micus, perineuritis optica following tooth extraction, 
pregnancy, severe hemorrhage, diet deficiency, 
rarely general malignancy, childhood infections in- 
cluding mumps and whooping cough, thyroid 
toxemia, and allergy especially to cold. The fifth 
embraces the hereditary form of optic neuritis 
(Leber’s disease) and toxic drugs or chemicals, of 
which lead, quinine, benzene, Optochin, hair dye, 
and sulfonamides are examples. Blood transfusions 
are seldom a cause. Space is too limited to detail the 
treatment for each case. A painstaking, time-con- 
suming examination is mandatory, but, while await- 
ing the exact report, the most probable cause must 
receive appropriate medication. Steroids have 
proved of value when there is doubt as to cause. 


TOXEMIA OF PREGNANCY 

To tHE Eprror:—Has any relationship between 
Cushing's syndrome and preeclampsia ever been 
established? Do patients with preeclampsia have 
altered ketosteroid metabolism which might be 
used as the basis of a diagnostic test? 


Donald J. Werner, M.D., Gouldsboro, Pa. 


Answer.—No reported instance of Cushing's syn- 
drome and preeclampsia has been found. The major- 
itv of patients with Cushing's syndrome in reported 
series are female; most of these have amenorrhea as 
a symptom, and they have markedly reduced fertil- 
itv. Hunt and McConahay (Am. J. Obst. & Gynec. 
66:970, 1953) reported four women with active, un- 
treated Cushing’s syndrome who had a total of 
seven pregnancies. Hypertension, in varying de- 
grees, was present in all patients, but no mention 
of albuminuria of more than grade 1 or other evi- 
dence of superimposed preeclampsia could be found 
in records or follow-up. There are no data to vali- 
date remarkable ketosteroid metabolism as a basis 
for the diagnosis of preeclampsia, but there is some 
change during pregnancy just as there is in other 
steroids. Recently attention has been given to 
the measurement of aldosterone in pregnancy and 
eclampsia (Barnes and Quilligan, Am. J. Obst. & 
Gynec. 71:670, 1956). It is thought that the eclamp- 
togenic toxemias of pregnancy can be grouped with 
other clinical entities such as cirrhosis, nephrosis, 
and others which are associated with a fairly con- 
sistent appearance of the sodium retaining factor 
in the urine. 
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DIABETES FOLLOWING MYOCARDIAL 
INFARCTION 
To tHe Eprror:—What are the cause and signifi- 
cance of the diabetic manifestations so often en- 
countered after myocardial infarctions in previ- 
ously nondiabetic patients? 

Walter Newman, M.D., Springfield, Mass. 


Answer.—When supposedly nondiabetic persons 
who develop diabetic manifestations after myo- 
cardial infarctions are followed up in subsequent 
months or years, tests have often demonstrated that 
the individual really has permanent diabetes melli- 
tus. The suggestion is strong that diabetes was 
really present in a latent form prior to the coronary 
occlusion. This situation is particularly frequent 
when there is diabetes in the patient’s family. A 
number of stressful influences are known to induce 
glycosuria and hyperglycemia in a person with 
latent diabetes (prediabetes ). These include infec- 
tion, shock (either surgical or medical, as in coro- 
nary occlusion ), and endocrine states such as hyper- 
thyroidism. It would appear that diabetes has 
actually been present in a subclinical or potential 
form and has simply been brought to the surface by 
such stressful influences. One recalls in this connec- 
tion the relatively high incidence of abnormal glu- 
cose tolerance made evident by “priming” subjects 
with cortisone prior to the carrying out of a glucose 
tolerance test (Fajans and Conn, Diabetes 3:296, 
1954). Among influences favoring an abnormal re- 
sult is the presence of diabetes in relatives. 


TREATMENT OF PSORIASIS 

To tHe Eprror:—Please give information on the 
new treatment for psoriasis involving massive 
doses of vitamin B M.D., California. 


Answer.—There is hardly a time when new treat- 
ments are not recommended for psoriasis. This one, 
wherein 1,000 mcg. crystalline vitamin B ;» is injected 
daily for as long as 30 days, has a few advocates, 
but it is not generally accepted. The question as to 
whether or not such large doses have added physio- 
logical or pharmacological action is still unsettled. 
Methods of therapy with riboflavin, inositol, and 
other vitamins have been recommended from time 
to time, but they too have not had general accept- 
ance. 


GOVERNMENT SERVICE AND 
A. M. A. MEMBERSHIP 
To THe Eprror:—Is a physician who has just en- 
tered government service eligible to become a 
service member of the A. M. A.? 
M.D., Washington, D. C. 


Answer.—A. M. A. service membership applies 
only to regular commissioned medical officers and 
commissioned medical officers of the reserve com- 
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ponents on extended active duty with the United 
States Army, the United States Navy, the United 
States Air Force, or the United States Public 
Health Service who have been nominated by the 
surgeons general of the respective services and 
the permanent medical officers of the Veterans Ad- 
ministration who have been nominated by the 
chief medical director. Employees of the United 
States Civil Service Commission and other govern- 
mental agencies are not eligible for A. M. A. serv- 
ice membership and should be reported through 
their constituent associations. A physician who 
qualifies for service membership should write to 
the surgeon general of his branch of service and 
request that his name be submitted in nomination 
to the secretary of the A. M. A. A physician who 
is with the Veterans’ Administration, upon request, 
will be sent an application for service membership, 
which must be certified by his chief medical di- 
rector. 


CONTINUOUS A. M. A. MEMBERSHIP 

WITH CHANGE OF LOCATION 

To THE Eprror:—If a physician moves his practice 
to a new state and a probationary period is re- 
quired before application for local society mem- 
bership will be approved, is there any way where- 
by A. M. A. membership can be continued during 
this period? M.D., California. 


ANSweR.—Yes. Chapter II, section 2, of the 
A. M. A. constitution and bylaws makes a provision 
for the transfer of a physician’s A. M. A. member- 
ship from the jurisdiction of one constituent so- 
ciety to another. If the physician has made applica- 
tion for membership in a new state or territorial 
medical society and a waiting period is required 
before action is taken on the application, he may 
continue his A. M. A. membership by sending dues 
directly to the secretary of the A. M. A. However, 
this practice can be followed for only two years. 
If the application has not been processed within 
this period, the physician’s name must be removed 
from the roster of A. M. A. members. 

The suggested procedure for sending dues direct- 
ly to the secretary of the A. M. A. is as follows: 
1, The physician should ask the secretary of his state 
or territorial medical society to notify the A. M. A. 
(and send a carbon copy to the physician) that he 
has made an application to continue membership 
through his state or territorial medical society but 
that it cannot be processed before a given date. 
2. A. M. A. membership dues should be sent, with 
the carbon copy of the letter received from the 
secretary of the state or territorial medical society, 
to the secretary of the A. M. A. This procedure will 
permit A. M. A. membership to be uninterrupted. 
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SUPERIOR ORAL 
CHOLECYSTOGRAPHY 
AND CHOLANGIOGRAPHY 


Excellent cholecystograms are readily obtainable. 


The side reactions are usually minimal, only rarely very 
disturbing, and often completely absent. 


In a fairly large percentage of cases, the cystic and 
the common ducts are quite definitely outlined, 
and occasionally even the hepatic duct.” 


Buckstein, Jacob: The Digestive Tract in 
Roentgenology. Philadelphia, J. B. Lippincott Co., 
2nd ed., 1953, vol. 2, p. 1003. 


LABORATORIES 
New Yorw 18, N.Y. Winosor Ont 


Telepaque (brand of iopanoic acid), trademark reg. U.S. Pat. Off. 


DOSAGE: 

The average adult dose of 
Telepaque is 3 Gm. 

(6 tablets). In persons of thin 
or medium build, weighing 
less than 150 Ib., 2 Gm. 

(4 tablets) may be sufficient. 


SUPPLIED: 

Tablets of 0.5 Gm. 

in envelopes of 6 tablets, 
boxes of 5 and 25 envelopes, 
and bottles of 500. 


NORMAL CONTRACTED’ GALLBLADDER 
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Personal classified advertising rates are $7 for ads 
| of 30 words or less and 25¢e each additional word 
in regular type or $8.75 for 30 words and 30c¢ each 
| additional word in bold face type. There is also a 
| 45e charge made on the first insertion of an ad 
when a box number is used and answers a 
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THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES of AMA. Count 4 additional words for a Nox 
Price per annum in advance, including postage: age oe advertising rates are $9 for 
i . ads o words or less and 30¢ each additional 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. type or for and 
Price to students, interns and residents: $9.00 in 40e each additional word in bold face type. Com- 
U.S. & possessions. mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge same 
SINGLE COPIES of this and previous calendar as personal ads. 
year, 45 cents each. a 
CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
REMITTANCES should be made by FORMS CLOSE 15 DAYS PRIOR TO 
check, draft, registered letter, money or express | DATE OF ISSUE 
order. Currency should not be sent unless the 


letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for | J 
making collection. 


CHANGE OF ADDRESS notice | 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS | 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 


EXCEPTIONAL 
EXECUTIVE OPPORTUNITY AS 
ASSISTANT TO THE PRESIDENT 

IN THE ETHICAL DRUG FIELD 


We are a very old and well established mid-west 

company in the Ethical Pharmaceutical field. 

| am looking for a top-level man to assist me in all 

areas of operations with primary responsibility for 

New Product Development and for our Canadian 

operations. 

correspondents will confer a favor and will secure This Choirman 
‘ . for adequate Committee and will evaluate and decide which 

more prompt attention if they will write on a ° products and ideas have greatest potential. 

separate sheet for each subject. He will correlate the transition of a developed 


preparation prior to product from Research to Marketing. He will work 


with me on major projects and will participate in 


CONTRIBUTORS > : 1 decision making on major investments of effort or 

EXCLUSIVE PUBLICATION: proctosigmoidoscopy money. 
Articles are accepted for publication on condition He will be responsible for the development of the 
corporation’s business in Canada including setting 


that they are contributed solely to this journal. & T ® 
£ ives and basic policies. 
The man who fills this new position will preferably 


COPYRIGHT: Matter appearing in THE 
JOURNAL OF THE AMERICAN MEDICAL ASsSOcIA- an MD, a Ph.D, chemis- 
TION is covered by copyright. Permission will be iological sciences will receive 
rante request for the reproduction in repu- 

Cane ae Rin " He should be 35-45 years of age and have at least 


Disposable Unit ten yeor’s experience in the Ethical Pharmaceutical 


Tue Jounnat if proper credit is given. However, 


me of research and new product development. In addi- 
tion, he will have had considerable experience in 
the specialty journals published by the Association also for pre and post the end) of products 


will not be permitted. operative cleansing, and subsequently added other management expe- 
‘ 4 he rience. The latter may have been achieved through 
MANUSCRIPTS: Manuscripts should be and as an effective a move into marketing or serving in the position of 
typewritten, double-spaced and the original, not “ < Assistant to the President, Assistant General Man- 
the carbon copy, submitted unrolled. Carbon cop- routine enema in ager, etc. 
ies, or single-spaced manuscripts will not be con- . Please send resume in confidence together with 
sidered. Footnotes and _ bibliographies should hospital or home solary expected to Box 


conform to the style of the Quarterly Cumulative 


by ihe Anatomically correct rectal 
ssociation, Ss equires in e order Iven: 
name of author, title of article, name of periodical, tube2 extends just past the ASSISTANTS WANTED 
with volume, page, month—day of month if weekly s 4 in- | ILLINOIS GENERALIST; OPERATING WELL 
—and year. Because of lack of space, it is necessary internal anal sphincter, min equipped 21 bed ‘pr eye wants one ot oe as 
to limit the number of bibliographic footnotes to imizes injury hazard. Each 
eighteen. Unused manuscripts are returned by unit contains per 100 cc 5658 B, S% AMA 

> 


»gular mail. Used manuscripts are not returned. 
regular mai ed P e not returned ASSISTANT WANTED--LEADING TO PARTNERSHIP 


16 Gm. Sodium Biphosphate j im general practice; $12,000 plus percentage; ambitious 


RESPONSIBILITY FOR STATE- . man can net $1 5,000 $20,000 first year; suburban New 
MENTS: While manuscripts are subject to and 6 Gm. Sodium Phos- HOS, . qualifications and availability. Box 
editing so that they conform to the style adopted j -<i iJ sealing 
by the American Medical Association for its phate hand size ready to- BADIOLOGIN® NT; BOARD MAN; Om 
publications, the author assumes the responsibility use plastic squeeze bottle York tame 
for the statements he makes. Unless so stated, the . . . diplomate in charge. Box 5529 B, % AMA 
opinions expressed in articles in THE JourRNAL do with pre-lubricated up. 
not represent those of the American Medical 
Association or any other organization. 1. Crumpacker, E. L., et al., AMA PHYSICIANS WANTED 
Arch. Int. Med., 98:314. WANTED—PHYSICIANS FOR FULL TIME EMPLOY 
: alf-tones and zinc ment as ward physicians on medical, surgical or neuro 
hi f ished the: 2. Palmer, E. D., “Clinical Gastro- 
etchings we ve furnished by THE JOURNAL when enterology” Hoeber-Harper. Veterans Administration neuropsychiatric hospital, Jef 
satisfactory photographs or drawings are supplied : ferson Barracks, Missouri; located 12 miles from down 
town St. Louis; salary up to $12,685 depending upon 


by the author. Each illustration, table, etc., should 


bear the author’s name on the back. Photographs B. FLEET co., Inc. Senified: gow 


=“ should be clear and distinct; drawings should be leave, insurance and retirement benefits; applicants 
made in black ink on white paper, Used photo- Lynchburg, Virginia must be U. 8S. citizens; graduates of approved medical 

h dd . d af ich schools, and physically qualified. If interested, commu 

graphs an rawings are returne ter the article nicate with: Manager, Veterans Administration Hos 

is published. also makers of pital, Jefferson Barracks, Missouri. c 


PRICE LIST WANTED — BOARD CERTIFIED OBSTETRICIAN- 
® Gynecologist; for full time hospital practice in profes- 

A price list describing the various publications OIL RETENTION ENEMA sional care program of the Miners Memorial Hospitals; 
(FLEET) starting compensation $18,000 to $20,000; progressive 
pay scale. For details, address: The Clinical Director. 


of the Association will be sent on request. 
Miners Memorial Hospital Association, 1427 Eye ——. 


AMERICAN MEDICAL ASSOCIATION PHOSPHO:SODA N. W., Washington, D 


535 N. DEARBORN STREET, CuIcaco 10 (FLEET) (Continued on page 78) 
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‘Thorazine’ by injection (ampuls or multiple dose vials) often 
provides immediate relief from severe attacks. 


‘Thorazine’ Spansulet capsules q12h provide sustained, 
24-hour protection against emotional stress that can precipitate attacks. 


‘Thorazine’, in any dosage form, promotes sound sleep 
without respiratory depression. 


THORAZINE% one of the fundamental drugs in medicine 


chlorpromazinz, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 1 
*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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«= DURABONDED) = 


4 


to achieve oral 
repository therapy 


All Synatan products incorporate the 
DURABOND® PRINCIPLE — a true 
repository technic for prolonging thera- 
peutic effects from a single dose of oral 
medication. In Durabond a large molec- 
ular weight polyvalent base acts as a 
bonding agent and releases medication 
uniformly, gradually and for prolonged 
periods, independently of intestinal 
motility or specific pH. Durabond em- 
ploys no enteric coatings, waxes, resins or 
“drug traps’’ of any other kind. The 
amount of drug given is the amount re- 
leased . . . and all is made available for 
absorption. 


Synatan for control of appetite and mood 
Each Synatan tabule contains: 
Tanphetamin (d-amphetamine tannate) . 


Dosage: | or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


17.5 mg. 


Seco-Synatan for control of appetite and 
mood in emotionally disturbed patients 
Each Seco-Synatan tabule contains: 


Tanphetamin 
Secobarbital 35.0 mg. 


Dosage: 1 or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


Synatan Forte for greater anorexic action 
and control of m 


Each Synatan Forte tabule contains: 
Tanphetamin . 26.25 mg. 
Dosage: | or 2 tabules at 10a a.m. or a before breakfast and 1 
before lunch. 
Supply: For prescription economy, prescribe in bottles of 50. 


For additional information, phone your pharmacist. He has 
been alerted to the achievements of Neisler products. 


Decatur, Illinois 


Irwin, Neisler & Co. + 


objected. 


TONICS AND SEDATIVES 


J.A.M.A., March 15, 1958 


(Continued from page 76) 


| 

My Favorite Story | 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. | 
Contributions for “My Favorite Story” 
are welcome. 


This story concerns a young housewife 
whose husband was struggling to keep up 
with the Joneses and the mortgage pay- 
ments, simultaneously. The wife, although 
trying to economize, just couldn’t resist 
new clothes. 

One evening when her husband came 
home she was trying on a new dress. 

“Jane,” moaned her husband, “you prom- 
ised you wouldn’t buy any new dresses. 
What made you do it?” 

“Dear,” she replied, 
me.” 

“But, why didn’t you say 
hind me, Satan.’ ” 

“I did,” she replied, “and then he 
whispered over my shoulder, ‘My dear, it 
fits you beautifully in the back.’ ” 


“the devil tempted 


‘Get thee be- 


Americans with fixed and 


Only those 
violent political convictions will appreciate 
the following story told to us by a news- 
paper dealer in the New York suburbs. 

An ardent gentleman from Westchester 


County, a Republican stronghold, walked 
into a station, handed the newsboy a 
quarter, picked up the New York Herald 
Tribune, glanced at the front page, and 
handed it back as he reached out to catch 
his train. 

Finally our friend, the newsboy, unable 
to control his curiosity, asked him why 
he only glanced at the front page. 

“I'm interested in the obituary.” 

“But they're over on page 24 and you 
didn’t look at them,” the dealer 


| 


even 


“The Democrat I’m interested in 
will be on page 1.” 


Did You Know Tha. 


Drip coffee does not become stronger 
if you pour the water through twice. In 
fact, it gets weaker. Pouring the water 
through drip coffee the second time ac- 
tually reduces the strength by about 5%. 

If all the eggs that are laid in this coun- 
try in a year were put end to end they 
would reach over a million miles. 


(Continued on page 80) 


ANESTHESIOLOGIST: assoc. 


DIRECTOR MED. EDUCATION: Ige. 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 
present Chief plans to retire Ry + 


000 stent’ to Jon; should have interest in tehng; 


Asst. MEDICAL ‘DIRECTOR: w/some formal trng in 


hosp adm; Hawaii; $15,000 

MW hosp, 

wully appr, within easy reach of advance work; ample 

Pee nate & civic activities; can be either Internist or 
urgeo 


ENT: asst. qual. to perform newer types of ear & nasal 


ge growing area in East w plenty to do; 
$16,000 & bonuses 


GENERAL PRACTICE: (a) 3-man clin; MW; $12,000 & 


extras later; you will need nothing as everything is 
furnished (b) new clin being formed; Fla; no trouble 
clearing a start on % basis; upper limit depends 
only on ma 

INDUSTRIAL: “ull or part time; office; salary open; tll. 

INTERNIST: (a) pref w/sub-trng in allergy or hema- 
tology; clin; Ky; 2nd in dept; real potential for top- 
notch man; $1000 net start; can expect $30-$35,000 
w/in 2-3 yrs (b) to become prtnr of Surg; Minn; 
$12,000 ist yr w/prtnrshp at end of that time (c) to 
assoc w Cert Internist & Cert Surg w/intent of even- 
tual prtnrshp; Chgo suburb; moving into own med 
bidg sprng '58 

NEUROSURGEON: (a) to form & hd dept in Ise MW 
orp est in '14 in Univ center; good hosp facil (b) assn 
on ptrnrshp arrangement; %o will depend on qual; 
Ariz; doc is affiliated w 8 hosps 

OB-GYN: Ky town of 15,000; $15,000 ini- 
tially & other benefits : prtnrshp 2nd yr. 

PATHOLOGIST: asst; $25,000; East 

PEDIATRICIAN: (a) ige MW clin; college twn, to $12,- 
poet opptny for study & resrch (b) Clin; Ky; souccel 

pptny; % of profits ist yr w min guar of $15,00 

but — earnings can exceed this figure; full “ad 


PEDIATRICIAN: (c) 8-man clin est i! yrs; city of 
16,000; close univ assn; not less than $1000—more 
depend on bekgrnd & exper 

PSYCHIATRIST: (a) Chief & Med Dir; MW clin est 10 
yrs; $14,000 start; reg brs (b) Dir Prof Trna; to 
315,600; East; newly created position at trng & 
resrch center 

RADIOLOGIST: (a) asst Cert man; guar of $18,000; 225 
gen! hoso; MW progressive indus city (b) assoc; 
hosp & office pract; must be qual in isotopes 
MUST have Fla license; to $15,000 Ist yr w/9Srad 


prtnrshp. 

STUDENT HEALTH: MW Univ of 6000 students; full 
time; about $10,000 

SURGEON: pref w/sub-trng in either chest or vascular 
well-est (40 yrs) 12-man grp; mountainous re- 

w fishing and big game hunting easily avail 

TUBERCULOSIS: Med Dir; 97 bed hosp; Calif; incum- 

bent retiring; 5-days; salary open; furnished hse 


i3-man clin; 


Upon request one of our applications will be ae to 
you. Write us today—a post card will do. 


DIR EC tg OF MEDICAL SERVICES~—-$14,952.20 TO 

d year plus residence and utilities; accre 
school graduate and completion of in 

eligible for Wisconsin medical license; 10 
years experience as a medical direc 
administrator in a hospital approved by Joint Conumis 
sion on Accreditation of Hospitais; sound annuity and 
pension system including social security; completed ap 
plication to be on file before 
21, 1958. Apply: Milwaukee County Civil Service Com 
mission, Room 206, Courthouse, Milwaukee 3, Wis- 
consin. 


WANTED — GENERAL PHYSICIANS — UNDER 35 
years of age; full time hospital practice; opportunity 
to develop in professional care program of 10 Miners 
Memorial Hospitals; full time positions with starting 
compensation at the rate of $12,000 per year; progres- 
sive pay scale; for appointment July |, 1958; eligibil- 
ity for licensure in Kentucky, Virginia or West Vir- 
ginia required. For details, address: The Clinical Di- 
rector, Miners Hospital Association, 1427 Eye Street, 

N. W., Washington, D. C c 


ANESTHESIOLOGIST—$12,088.44 TO $14,932.20 
year; vacancy in Milwaukee County Hospital; accredited 
medical school graduate and completion of internship; 
eligible for Wisconsin Medical license; certification or 
eligible for Certification by American Board of Anes- 
thesiology; sound annuity and pension system including 
social security. Apply: Milwaukee County Civil Service 
Commission, Room 206, Courthouse, Milwaukee 
Wisconsin. 


GENERAL PRACTITIONER WITH INTERESTS IN 
surgery——-For a new, completely cauipped general hos- 
pital in West Texas; Board Certification not nec 
pleasant working conditions; dry, mild pleasant cli 
all year round; excellent retirement plan; life insurance; 
annual senves ; sick leave and other benefits; salary 
$8,990-$12 ; depending upon qualific ations. Apply to: 
Personnel Veterans Administration Hospital, 
Big Spring, Texas Cc 


ANESTHESIOLOGIST DIPLOMATE OR ELIGIBLE; 
for staff of 128 bed hospital in northeastern Connecti- 
cut; must assume charge of department succeeding 
Board Certified man; pleasant community 25 to 50 
miles from Hartford, Worcester, Providence; excellent 

hospital facilities; fee for service basis with collection 

by hospital. Apply: Administrator, Day Kimball Hos- 
pital, Putnam, Connecticut. Cc 


GENERAL PRACTITIONER—WANTED FOR ACTIVE, 
interesting practice in town of 1,500 in northwest Ohio; 
excellent hospitals nearby; open staff; schools and 
churches good; complete office equipment may be pur- 
chased, EKG; x-ray, ultrasonic, laboratory facilities, 
exam and office erat: should gross $25,000 first 
year. Box 5622 C, 1A. 


(Continued on page 80) 


Synatan’ Forte 

are 


relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic/no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stufliness/ 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Milto own 


tranquilizer with muscle- relaxant action 


2-methyl-2-m-pro 


THE ORIGINAL MEPROBAMATE E | 


DISCOVERED & INTRODUCED BY 


WW) WALLACE LABORATORIES | 


— 4 
NEW BRUNSWICK, NEW JERSEY | 


| 

79 

| 

ly 

‘ 

| 


80 
In postoperative 


nausea and 
vomiting 


Dramamine 


brand of dimenhydrinate 
no matter what the patient's 
condition Dramamine can be 
easily administered 


If your patient will not take 
oral medication or if acute 
vomiting, restlessness or the 
patient’s condition makes Dra- 
mamine orally impractical... 
Dramamine parenterally (am- 
puls) or rectally (Supposicones) 
will bring rapid relief. 


4 dosage forms. 


Tablets 
Ampuls 


Liquid 


Supposicones® 


SEARLE 


| paper empire for 20 years. 
| of this 


TONICS AND SEDATIVES (Continued) 
Pound for pound peanuts have more 
protein (27.6%) than beefsteak (17.2%). 


It takes an ostrich egg 42 days to hatch. 


Diamonds actually fall from the sky. 
Diamonds exist in meteorites and several 
diamond-studded meteorites have been 
found. 
Personalities in Print 
Stories concerning well-known people 


are always used by daily columnists to 
get a laugh or at least a reader. Here are 
a few examples of the type of material 
that might appear in the columns (but 
better, we hope). 


Arthur Brisbane, the famous editor and 
columnist, had been with the Hearst news- 
in recognition 
tenure, Mr. Hearst offered Mr. 
Brisbane a six-month’s vacation with full 
pay. 

Brisbane refused the offer saying, “There 
are two reasons I refused it. The first 
reason,” he said, “is that if I quit writing 
my column for six months it might affect 
the circulation of this newspaper. The 
second reason is that it might not affect 
the circulation.” 


/ 


~ ee 


Gw 


fishermen along the 
accustomed to the 


In Havana, the 
docks have become 
presence of a husky, middle-aged Ameri- 
can who fishes with them in contented 
silence and does some other work on the 
side. The fishermen usually address him 
as “Senor Way.” They feel that his first 
name is “Heming” and, therefore, refer 
to him by his “last” name. 

Perhaps a sign of how well they have 
come to know Sefor Way is the fact that 
they refer to two great men they have 
come to know through him. The men are 
Senor George Washington and Senor Tom 
Collins. 


Quotes of the Week 


Classical music is music that threatens 
every bar to develop a tune and then 
disappoints you. 


(Continued on page 82) 
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(Continued from page 78) 


The 
Medical 
Bureau 


900 North Michigan Avenue 


Chicago 


(AA75) Consultant; major med. ed. 
pref. one exp. med. ed; consid. travel. 

ANESTHESIOLOGY: (B9) Assoc; 400 bed gen. hosp; 
$20-$22,000; E. 

ASSISTANTS: (C21) Surg; pref. yr or 2 res. surg. or ob- 
gyn; surg. group: med. center, So: July Ist. (C22) 
To assist 2 internists; Chicago suburb 

DERMATOLOGY: (D20) Head dept, 6 man group: loose 


ass’n sharing expenses, own incomes; guarantee $1000 
until estab; town, 80,000, SW 

GENERAL PRACTICE: (F29) Ass’t or assoc. well estab 
gen. pract; 40-60 patients daily; county seat town, 
20,000, midway, Sacramento and SF; excel. fishing, 
hunting; adequate hosp. facilities. (F30) Ass'n, 4 
Board men; drawing area, 35,000, Mich: 10 miles, 
univ. city; new clinic bidg; excel. facilities; oppor 
full partner. (F31) Ass'n, well estab. GP; pret. one 
int. ob or int. med; partner after 6 months; res 
town, on Hudson, NY. (F32) Assoc., rural & gen. 

county; small community 

; new clinic type office: excel. x-ray & lab. fac- 

; satisfactory & increasing income: Idaho 

INSURANCE MEDICINE: (X17) Ass’t med. dir: 
major companies; 

INTERNAL MEDICINE: (H25) Ass'n, community clinic 
supervised & managed by MDs; excel. 250 bed gen 
hosp; town 30,000, 18 miles from univ. city; So: 
$18,000. (H26) Ass'n, 14 man group; city, 135,000 
near 2 med. school cities, N Y; pref. MD with al- 
lergy subspecialty; partner oppor. (H27) Ass'n, 20 
man group; ability opeak Spanish advantageous; univ 
& resort city, SW. (H28) ss’n, clinic & 275 be 

; foreign operations, major Amer. co; pref. Dipl; 

substantial sal., Fed. tax free; 2 yr contracts, re- 


one of 


newable. (H29) Group ass’n; Alaska; $20-$25,000; 
early partner. 

NEUROSURGERY: (183) Ass'n, Board NS, head dep 
18 man clinic; city 100,000 serving com. 350, 000: 


5 fine hosps including new 500 bed tch'g hosp; So 
OALR: (E76) Oph., ass’n, clinic specializing in oph: 
long estab: town 50,000, Tex; pref. outstanding man, 
$30-$40,000 class. (£77) Oto: ass’n, 18 man group 
post, med. school; new 
., clinic 
oesteTRics. GYNECOLOGY: (358) Well estab. 14 
man group (all Board) needs 3d man, ob-gyn; town 
15,000, drawing area 60,000, near 2 universities. Calif: 
partner after ist yr. (J59) Chief & assoc; new gen 
indus. group; So; $20-$25,000 & 


$20 

ORTHOPEDICS: (K9) Head dept, group of 14 young 
men; expansion prog; smog free area, So. Calif; bet- 
ter than average offer. (Ki0) Ass'n, Board orthopod; 
busy priv. pract; suburb, univ. city, Penn; oppor. 
t p rit partnership. 

PATHOLOGY: (L23) Dir. dept, 315 gen. 
sion prog. will increase to 465; coll. 
MW: $30,000 up. (L24) Assoc. path; 
gen. hosp; well ‘aft dept; coll. town, 
%, guarantee, $16-$18,000 

PEDIATRICS: (M35) Ass'n, 10 man group; town 25,000 
on Pac Coast, No. Calif: partner after ist yr. (M36) 
Ass'n, well estab. ped; resort town near med. center, 


hosp; expan- 
town, 100,000, 
new 275 bed 
150,000, Texas; 


P & N; (P76) Ass'n, head dept, 20 man group, 200 bed 
hosp., advised to restrict prof. activities; pract. from 
6 states; Midsouth: $20,080, early partner. (P77 
Neurologist: ass'n 2 ard neuvrosurgs; Pac. w 

RADIOLOGY: (RI) Chief dept, 275 bed gen. hosp; 16,000 
rad. preesdares. 1957; tch’g preg; bidg prog. includes 
new x-ray dept; MW. (R2) Ass'n, Goard rad; hosp. 
& offi practice; Fla; future partner. 

SURGERY: (U72) Ass'n, community cl. supervised & 
managed by MDs; excel. 250 bed gen. hosp; town 
30,000, 18 miles from univ. city, So; $18,000. 

UROLOGY: (WI6) Chief & assoc. chief: new gen. hosps. 
serving indus. group; $20-$25,000 & $16-$20,000 
resp. if Board; So 


Please send for our Analysis Form. 


Burneice Larson oieector 


WANTED — BOARD CERTIFIED PATHOLOGIST — 
For full time hospital practice in professional care 
program of the Miners Memorial Hospital; 
compensation $20,000; progressive pay scale. 
tails address: The Clinical Director, Miners Memorial 
Hospital Association, 1427 ‘‘I’’ Street, N. W., Wash- 
ington, D. C. c 


PHYSICIAN WANTED — PROSPEROUS COMMUNITY 
serving area of 10,000 needs a doctor; new modern eight 
room air conditioned building; twenty miles north 
Birmingham, Alabama; rent free to start and $1,000 
month guarantee ; hospital staff open; adequate housing. 
Box 5623 C, % AMA 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST; 
for full time hospital practice at the Memorial Medi- 
cal Center, Williamson, West Virginia; starting com- 
pensation, $22,000; progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
1427 Street, N. W., 
jon, 


EXCELLENT OPPORTUNITY FOR SURGEON TO AS- 
sociate with young genera! practitioner; must be will 
ing to do some general practice; location in the north- 
ern Rocky Mountain area; modern clinic and hospital 
facilities in area which offers the best in hunting and 
fishing. Answers to: Box 5312 C MA. 


OPPORTUNITY FOR GENERAL PRACTITIONER — 
Small group in new combined clinic-hospital building 
desires general practitioner for permanent association: 
beginning salary open; after trial period, appointee will 
be given opportunity to become part of group. Write: 

r Stevens, Administrator, Watts Clinic & 
Hospital, Silver City, New Mexico. Cc 


(Continued on page 86) 
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fast, lasting relief 
no acid rebound 
nonconstipating 


contains no laxative 


Formula: Each tablet or teaspoontul contains 
Aluminum bydroxide (Warner -Chiicott) 4 g: 
Magnesium trisilicate (U.S.P.) 7% gr 


WARNER -CHILCOTT 


Vol. 166, No. 11 od | 
4 


NEW! 
LIQUID, 


ASPIRIN-LIKE ANALGESIC &ANTIPYRETIC 


Uy 


Prescribe DROPSPRIN wherever and 
whenever the patient will not or cannot 
swallow aspirin tablets. Especially con- 
venient for infants, children and geriatric 
patients for whom tablet medication is 
difficult. 


DROPSPRIN is a pleasantly flavored 
milky suspension containing, 

1 gr. salicylamide per each Icc. 
DROPSPRIN is completely miscible with 
water, milk or fruit juices. DROPSPRIN 
may be used for “active q.s.'ing” in 
place of inert syrups or elixirs in order 
to add degrees of analgesia. 


Indications and dosage: 
Same as for aspirin. 


Supplied: Bottles—1 oz. and 2 oz. with 
dropper calibrated at 0.5cc. and 1.0cc. 


Samples and literature 
available upon request 


MARTIN H. SMITH CO. 


| gangling, good-natured boy replied, “No 


131 East 23rd St., New York 10, N. Y. 


J.A.M.A., March 15, 1958 


THE DO IT 


TONICS AND SEDATIVES (Continued) 


One philosopher said, “Chickens are the | 
most useful animal there is. You can eat 
them before they are born and after they | 
are dead.” 


YOURSELF 


Summer is the time when the weather | 
gets too hot to cook and relatives come | 
to visit you. 

When some women shop it looks like 
they are taking inventory of the stock. 

e 

A dentist says it takes over 50 Ib. of | 
pressure to chew a steak. What we want | 
to know is where he buys such tender 
steak. 


Anecdotes 


At the age of 16, the late enc, 
Court Justice Brandeis went to Europe 
with his parents, and, while there, at- 
tended school in Dresden. Before admit- 
ting the prize student from Kentucky, the 
headmaster wanted certification of birth | 
and vaccination. 
“Why do you need the certificate?” 
Brandeis asked. “I have proof, of course. 
To prove that I was vaccinated you only 
have to look at my arm, and the fact that | 
I am here to show you the arm should 
be ample proof that I was born.” 
He was admitted. 


BASAL! 


If you are not doing basals or are sending 
your patients out—you are missing the op- 
portunity of serving your patients better. 
A BMR should be part of every physical. 
Some of your patients are probably unsus- 
pected thyroid cases that the Collins Meta- 
bolex would reveal. You can also do vital 
lung capacity tests with the Metabolex. 
The Metabolex is so simple, so accurate, 
you can do the test yourself or train the 
girl in your office. The Metabolex is a real 
“do it yourself’’ Basal. And it only costs 
$275. 

MAY WE TELL YOU HOW 
GOOD AN INVESTMENT IT 1S? 

Ask for Circular X 


WARREN E. COLLINS, 
555 HUNTINGTON AVENUE 
BOSTON 15, MASSACHUSETTS 


INC. 


A recruit was asked if he would like to | 
volunteer for submarine duty. To this, the 


U. S. SAVINGS 


sir, I don’t want to get in no ship that 
sinks on BUY 
sinks purpose. 


---THE PALMS--- 


Little 6-year-old Jimmy was asked by 
his Sunday school teacher, “Jimmy, what 
are you going to give your little brother 
for Christmas this year?” 

“I don’t know,” said Jimmy. “I gave him | 


measles last year.” | 
| 

— D.| 


Competent Ethical Services For 
EXPECTANT MOTHERS 
OBSTETRIC 


IAN ON DUTY 


nee Confidential 
s If Desired 
le 


le Cot 
NE 
6900 Van Nuys Bivd.. Ste 2, Van Nuys, Calif. 
STATE 0-0266 


“Remember that book I once wrote on skin surgery? .. . 
Some producer wants to make a television show out of it!” 


| 
| 
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Medrol 


hits the disease but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn 


NORISODRINE” Sulfate Powder in the AEROHALOR 


912292 (Isoproterenol Sulfate, Abbott) (Abbott’s Powder Inhaler) 


first thought for high b.p.” 


Control Serpasil 


5 days 


an shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 


STATE WHAT MAKES A HOMOSEXUAL? 
SOW For a frank discussion of this ill-understood problem—and the physician's 


MIND : role in its treatment—watch your mail for the April issue of SraTE OF MIND. 


April CIBA 
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250 
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5 days 5 days 


J.A.M.A., March 15, 1958 


a first thought for pain relief 


N.WABASH 
*ANN WOODWARD * Dikectoh, 


with Listinction over half a contwry.- 
(t) Hd tehg prop; 600 bd hsp; 
16,000; oppor priv pract; Cali 

GENERAL PRACTICE: (n) Assn w/2 a active surg 
pract; $12,000, twn 50,000; So. Calif. (0) Assn 
w/surg; own non-profit 25 bd hsp; duties: gen! pract 

: : plus hsp wk; ige amt indus wk; shid have inter Ob: 
brand of dihydromorphinone $15,000 plus 3 bd apt; nr sevl med schis; Mich. (p) 
W/good surg trng; assn well-qual GP; oppr $25,000: 

might consider one wishing to wk Jan to July each 
yr: could guar $10,000; Florida lic req'd. (q) Assn 
16 man orp; fine facil; $15,000; prtnr 2 yrs; Choo 


Carry the multiple dose vial for convenience area. 
1 cc. equals 1/32 grain (2 mg.) ACS; able obtain also staff 
ar plus % of gross; ige city; MW 


$15,000 quar 
INTERNAL MEDICINE: (u) Bd qual w,sevi yrs exper: 
orp ‘assn; oppor $20,000 ist yr; no investment: exc 
e Pp li f h t h vie Angeles. (v) Dipl, w/spec 
inter ; smi grp men; $18-25,000; SW. (w) 
ain retie wit ou ypnosis Grp assn; medicine, 20,000 $10,000 


plus; oppor build Ige priv pract short time: NYC. (x) 


e i i Cardiologist; take chge cardio-pulmonary lab; fully- 

Smooth, quick action apprvd 600 bd hsp; $12-15,000; Calif 
NEUROSURGERY: (q) Assn w/outstand’g neurosurg. 
e Minimum of side effects assoc prof, cl neurosurg, consultant, sevi hsp & busy 
priv pract; excl finan arrngmts; oppor tchg; Ige city 
© An ° iate, ma be habit formin OALR: (p) Oph; new post; hd dept, rp, 7 internists, Bd 

| wealthy retire 0. tlantic. (q) to; with trng. 
® All dosage forms j bronchoscopy, esoplagoscopy; assn w. Bd oph, FACS. 
Chief, EEN&T, fairly lige hsp; busy priv pract: 
$20,000 upwards; Virginia. 
| OB.-GYN: (p) Chief, dept, new hsp & cl serv’g indus 
group; if Bd, $20-25,000; So. (q) Especially well- 
qual a eit prtnrshp orp 5 specs; sal 2 yrs then 
. Dilaudid acts more quickly than morphine and is less likely to produce onTHOPeDICS: \c) Assn w/ Mayo tend Bd ortho, FACS: 
undesirable side effects; and is better tolerated, producing effective anal- 12 yrs: Calif. (a) dept: outstand'g’ orp 
i - 0 guar; id 


gesia with a minimum of hypnotic effect. PATHOLOGY: (i) Dir depts, 125 bd hsp; new post: can 
greatly develop OPD:; exc staff; oppor $25-30,000; 

(j) Dipis; dir depts, new hsps servg indus grps 

& communities! $20,000; So 

PEDIATRICS: (j) Assn w/Bd ped; acad member; $12,- 

000 incres’g to $25,000 reasonable time; city 200,000; 

SW. (k) Assn 2 Ba ped; 17 man orp, Dipls or elig 


Dosage Forms of Dilaudid hydrochloride ext now milion el or aie 
Ampules: 1 cc., 1/32 gr. and 1/20 gr. each. PHARMACOLOGY: (y) minded w/scien- 
tific bekgrnd; proprietary drugs; pharm mfg co; some 
t i: MW. 

Hypodermic Tablets: 1/16 gr., 1/32 gr., 1/20 gr. each. med scht at na: to 818,00 
° plus faculty appoint - & euro; inter elec 
Oral Tablets: 1/24 gr. each. freencophalosraphy: assn very Ige orp distinguished 

men; oppor faculty appt; So 


Multiple Dose Vial: 10 cc., 2 mg. Dilaudid sulfate per cc. RADIOLOGY: (j) Assn, 2 Bd rad: very busy ofc & hsp 
pract; prtnrshp, 3rd yr; equal prtnr Sth yr; univ 
city; vie a (k) Dir dept, smlir hsp, % basis 


r; SE. 
Staff; univ hith serv; 50 bd 
students; $10,000, 11 months; 
SURGERY: (y) Assn w/Bd surg; straight surg; orp 
*Dilaudid is subject to Federal narcotic regulations. rt yiairly yng specialists; excl facil: coll twn 50,000; 
(2) qual surg w/min, yrs exp; orp assn; 


Dilaudid®, a product of E. Bilhuber, Inc. ach § $20,000 Ist yr: Calif 


(1) Dipl; hd dept: new post; pref one w/own 
equipmt: orp 5 specialists includ’g 2 Bd surgs & 5 
P’s: own hsp: indus area, vic Los Angeles. (m) 
Assn w/2 outstanding Board urols, one near’g re- 

tirement; shid be Dip! or elig; Ige city; IH. 
RANGE PLEASE SEND FOR AN ANALYSIS FORM SO WE 
KNOLL PHARMACEUTICAL COMPANY New SERSEY MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 62 

year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


STAFF POSITION — ORTHOPEDIC HOSPITAL FOR 

——— chronic diseases Massachusetts; orthopedic background 
required; salary to $9 qualifica- 

WANTED—DOCTOR, MD, NEW FIVE ROOM OFFICE tions; fringe benefits approve for orthopedic training; 

building; completely modern; located in east central aliens accepted. Box 5644 C, % AM 

Illinois; in a prosperous farming community; in town WANTED—SURGEON; WILLING TO DO SOME GEN- 


(Continued from page 80) 


GENERAL PRACTITIONER WANTED—TO JOIN ES- A . ’ 
F tablished eastern Ohio group of young specialists and along with 2 neighboring towns that have no MD eral practice; no obstetrics; to join 2 general practi 
general practitioners; full partner from start, no invest- Box 5620 ©, % AMA tiomers ‘in town of 3,300; excellent hospital ond office 
ment; democratic, academic atmosphere; start at $12,000 facilities; in Minnesota; $1,000 a month and partner 

pur OPHTHALMOLOGIST, PEDIATRICIAN, UROLOGIST 
oe ae annual Lars 7% study time without loss —Board certified or eligible: io Join well established ship after 12 months. Write to: Box 5635 C, % AMA 

1 epee? growing 18 man group in north mi le western city o 

ORTHOPEDIC SURGEON — BOARD OR ELIGIBLE 50,000; beautiful new building; salary with early part- WANTED — INTERNIST TO TAKE OVER LONG ES. 
r . = ag ete re ps nership; give full details. Box 5629 C, % AMA. tablished internal medicine practice, Michigan, during 
months, August and September; permanent practice 


for Chief of gy in active 450 bed GM&S hospital; 
salary $8,990 to $13,760 depending on qualifications; 
liberal Vacation and retirement benefits; citizenship re- | CALIFORNIA ORTHOPEDIC CLINIC — START $1,700 | available if desired; state training, age and marital 
quired. Contact: Manager, Veterans Administration month for six months then $2,000 month; excellent 
rf future; must have Boards or Board eligible; give age, GOOD ESTABLISHED PRACTICE IN COLORADO 


Center, Shreveport, Louisiana. 
training, hobbies, education, chronology last ten years. 4 “ 
INDUSTRIAL SURGEON — CALIFORNIA LICENSED: Box 5630 C, % AMA. available without charge; may buy equipment; large 
associate; diplomate in surgery, also FACS; whose modern hospital, good schools; excellent climate; area 
practice is industrial and referred surgery: start $12,000 | WANTED — GENERAL PRACTITIONER WITH SPE- 

Conti cial interest in internal medicine; able to do — 

nenta dica ureau, gency, w. et, surgery and some assisting; small group specialists re 
Si. Los Angeles 4. c southern California; salary ; share in earnings after 18 | STAFF PHYSICIAN —300 BED TUBERCULOSIS HOS- 
: months. Box 5632 C, % AMA pital; salary $600 per month plus furnished, three 
bedroom home and full maintenance; Montana license 
or eligibility required. Address inquiry: Dr. A. C 


INTERNI AND PEDL! AN—BOARD ELIGIBLE 
or Board Certified; wanted as associates in growing a STETRICIAN-GYNECOLOG IST; ESTAB- ° - : 
distance lish own practice; office; diplomate FACS; 30 years Knight, Route 1, Deer Lodge, Montana. c 


from New York City. Write yr, Peter Rogatz, East practice; consider partnership after year; if association — een ee ns socal 
| Nassau Medical Group, 350 South Broadway, Hicks- mutually satisfactory; references, training. Box 5642 C, | PSYCHIATRIST WANTED — EXCELLENT OPPOR- 
ville, New York. Cc % AMA. tunity open for diplomate or Board Eligible psychiatrist 
in a flourishing community servicing approximately 
300,000. Please write: Box 5625 C, % AMA. 


WANTED — PEDIATRICIAN & GENERAL PRACTI- PHYSICIAN—MD TO DO GENERAL PRACTICE IN 
tioner; clinic group in northern Indiana, close to busy private ae y in Jamaica, Long Island, New York A 
Chicago; salary open. Box 5458 C, % AMA ! Box 5627 C, AMA (Continued on page 90) 
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Take second look... 


diagnose that price tag 


Check this low-cost way to multiply your pro- 
fessional efficiency with your G-E x-ray repre- 


sentative. Or use this handy coupon. 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


N the low-cost G-E PATRI- 
CIAN you'll true econ- 
omy of purchase. Admittedly, 
there may be x-ray units with 
slightly lower price tags. But 
when you make comparative 
evaluations — component by 
component — the PATRICIAN 
is at the head of its class. Here's 
why: 


@ Totally new design — not a 
modified older version. 


@ Precisely counterbalanced flu- 
oroscopic screen that remains 
parallel to table at all times — 
no whip-lash often found in 
counter poised units. 


@ Full-length (81-inch) table 
— no clumsy extensions needed 
for tall patients. 


@ Independent tube stand — 
not table-mounted. Assures ab- 
solute freedom in positioning 
tube to patient . . . simplifies 
radiographic positioning. 

@ Built-in quality and endur- 
ance? Yes! Both are always 
associated with G.E. X-Ray 
equipment. But look at a few 
other PATRICIAN features: 
200-ma, 100-kvp, full-wave 


power . . . electronic timing... 
double-focus rotating-anode 
tube . . . automatic reciprocating 


Bucky . . . provision for adding 
a spot-film unit. 


"-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. B-31 


[] Please send me your 16-page PATRICIAN bulletin 
C) Facts about deferred payment 
MAXISERVICE® rental pion 


Name... 


Address........ 


it 
>. 
| | 
| 
| 
| | 
| 
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when you give 

broad spectrum antibiotics 

to your patients—“...some people 
have just a devil of a time 

with moniliasis...as I see it, 

the only annoying complication 

of broad-spectrum therapy 

is moniliasis.” 


*Long, P. H., in Long, Kneeland, Y. Jr., and Wortis, S. B.: 
Bull. New York Acad. Med. 33:552 (Aug.) 1957. 


‘ 
ig 
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THESE ARE YOUR PATIENTS WHO 
MAY HAVE “JUST A DEVIL OF A 
TIME WITH MONILIASIS"” 


debilitated patients 

elderly patients 

diabetics 

infants, especially prematures 


those who developed moniliasis on previous 
broad spectrum therapy 


patients on prolonged and/or high dosage 
antibiotic therapy 


women, especially when pregnant 
or diabetic 


Mysteclin-V provides you with a dosage form for every clinical need: 


Tetracycline 

phosphate 

complex equiv. 

| tetracycline | Mycostatin | 
HCI (mg.) (units) Packaging 


Capsules (per capsule) | 250 250,000 Bottles of 16 and 100 


Half-Strength Capsules 
(per capsule) 125 125,000 | Bottles of 16 and 100 


Suspension (per 5 cc.) 125 125,000 60 cc. bottles 
Drops (per cc.—20 drops) 100 | 100,000 | 10cc. dropper bottles 


AW aN 
SQUIBB 


Wy A 
> 
SQUIBB QUALITY—THE PRICELESS INGREDIENT 
SQUIBB 


“BUMYCIN'S AND “SHYCOSTATIN'® ARE SQUIBB TRADEMARKS 
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Piperazate Wafers 


Supplied: 
In packages 
of 28 Wafers 


Shes. Leeming ¢ GaSzc 155 East 44th Street, New York 17, N. Y. 


IDs Love ‘= 


“WORMS HATE em 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 

Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.’ 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.* 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. 
Children 31-60 Ibs. 
Children 61 Ibs. 
and over........ 4 Wafers 
To be sucked or chewed before 
breakfast for 7 consecutive days. 


« 2 Wafers 


1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, 
New York, Macmillan, 1955, p. 1153. 2. M. 
161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


diets * No purging 


One Day Dosage 
for Roundworm 
Children 20-30 Ibs. . . . 3 Wafers 
Children 31-40 Ibs. . . . 4 Wafers 
Children over 40 Ibs. 

and adults ....... 7 Wafers 
To be taken at one time on one 
day only. 


piperazine phosphate, Leeming, 500 mg. 


Brown, H. W., ef al.: J.A. 


@TRADEMARK 
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Moding! Filth | WANTED — GENERAL PRACTITIONER WITH SUR- 
New York City, Patricia Edgerly, Director. c gical experience or ability to associate with or to re- 


GENERAL PRACTICE 
with general practitioner; Mariemont, Ohio; outskirts 
of Cincinnati; good remuneration; eventual equal part- 


nership; 


opportunity. Box 5660 C, % AM 


Fifth Avenue, New York City. Patricia Edgerly, at 


rector. 


DIRECTOR OF TRAINING AND RESEARCH—4,500 
bed mental hospital; must be certified in psychiatry; 
$15,000 starting salary. Apply: Dr. Juul C 
Superintendent, Box 271, Petersburg, Virginia. 


WANTED 


in gastroenterology; small group well trained men; 


southern 


earnings after 18 months. Box 5631 C, % 
PEDIATRICIAN — FAST GROWING; 


rural Connecticut; community close to all professional 
and cultural facilities; actice to 
enter full time public health field. Box 5641 C, % AMA. 


(Continued from page 86) 


PHYSICIAN TO ASSOCIATE 


hospital facilities above average; excellent 
A. 


July 


York 


Nielsen, plete 
Cc 


INTERNIST WITH SPECIAL INTEREST 


California; salary; opportunity to share in 
% AMA. 


IDEAL SEMI. 


WANTED—GENERAL PRACTITIONER INTERESTED 
in obstetrics to associate with established physician; 
INSURANCE PHYSICIAN—PREFERABLY INTERNAL preferably under 40 years of age. Contact: Dr. 
medicine background; under 45; employee health and 935 
underwriting, New England; $10,500 


8S. 


Place physician in small farming and resort community 
in central Minnesota; terms open. Box 5649 C, % AMA. 


PLANT COMMUNITY; OHIO; 


start. 
New York City, Patricia Edgerly, Director. 


PHYSICIAN WANTED 


association private camps. 55 West 42nd Street, New 
Cc 


WANTED 

ing school for retarded children; good salary plus com- | 
maintenance; Pennsylvania license required. Box | 
5628 C, % AMA. 


BOARD CERTIFIED IN DIAGNOSIS | 
and therapy; director of department; 300 bed general 
hospital; Maryland location. Write: Box 5646 C, % 
AMA 


NEUROSURGEON—WITH 
for association leading to full partnership; southern 
California; salary and perecentage ; write full particulars 
in first letter. Box 4614 C, % AMA. 


RADIOLOGIST. 


Heffner, 
Gilbert, Anaheim, California. ¢ 


plant with 2,000 employees, $/2,000-$13,000 to 
New York Medical Exchange, 489 Fifth ace 


-FOR CHILDREN’S CAMP; 
and August; good salary; 250 members camps; 


36, New York. 


| PSYCHIATRISTS WANTED 


J.A.M.A., March 15, 1958 


WANTED — YOUNG; CERTIFIED OR ELIGIBLE 
ediatrician; progressive small group specialists Rocky 
ountain Area; 15,000 population; early availability 
preferred. Box 5561 C, % AMA. 


WANTED—JULY 1, 1958; MEDICAL DIRECTOR AND 
superintendent for 359 bed modern tuberculosis hospital 
located in rural scenic area of North Dakota; now av- 
eraging 35 patients; 231 admissions in 1957; patients 
with non-tuberculous diseases admitted for diagnosis; 
possibility of transfer of hospital to state university city 
with faculty appointment for qualified chest physician; 
U. 8. citizenship, five years experience in tuberculosis 
and eligibility for state licensure required by state law: 
applicant has to acquire medical license at first oppor- 
tunity following employment; salary to $14,000 depend- 
ing upon training, and full family maintenance. Send 
all particulars including references first letter to: Mr 
H. H. Joos, Chairman, Board of Administration, Bis 
marck, North Dakota. Cc 


WANTED—PHYSICIAN INTERESTED IN WORKING 
with psychiatric patients in a residency approved neuro- 
psychiatric hospital with dynamically oriented thera- 
peutic program; opportunity for training in psychiatry 
available; active teaching program for residents and 
medical students under university supervision; partici- 
pation in research encouraged in an active research 
unit; salary contingent on qualifications. Write: E. P. 
Brannon, MD, Manager, Veterans Administration Hos- 
pital, Coatesville, Pennsylvania c 


PUBLIC HEALTH PHYSICIANS — REWARDING 
ositions available at Epidemiologist, District Health 
irector or Director of Medical Services; salary range 

$13,500 to $16,000; candidates must be United States 
citizen; eligible for Pennsylvania license; previous 
public health experience and MPH degree preferable. 
For details, write: Arthur G. Baker, M. D., Director, 
Allegheny County Health Department, 620 eae | 
Building, Pittsburgh 19, Pennsylvania. 


GENERAL PRACTITIONER—FOR STAFF OF GROUP 
practice clinic; serying membership of over 20,000 in 
Washington, D. C., department heads as many other 
staff members have American Boards; prefer man with 
2 years general internship and graduate of Grade A. 
medical school; annual salary open; one month vaca- 
tion; sick leave, comprehensive retirement plan. Write: 
Medical Director, Group Health Association, Inc. 1025 
Vermont Avenue, N. W., Washington 5, D. C. Cc 


SALARY $7,570 TO 
$12,685 depending upon qualifications; % additional 
if Board Certified; not to exceed $13,760; approved 
three years psychiatric residency in conjunction with 
Northwestern University; hourly commuting distance 
Chicago; citizenship required. Write: Manager, Veter- 
ans Administration Hospital, Downey, North Chicago, 


Illinois. 


PEDIATRICIAN—FOR STAFF OF GROUP PRACTOCE 
clinic; serving membership of over 20,000 in Washing- 
ton, D. C.; prefer Board Eligible physician who has 
finished residency recently; or now finishing; annual 
salary open; one month vacation; sick leave; compre- 
hensive retirement plan. Write to: Medical Director, 
Group Health Association, Inc., 1025 Vermont Avenue, 
N. W. Cc 


, Washington 5, 


EXCELLENT OPPORTUNITIES FOR BOARD CERTI- 
fied or Eligible ophthalmologist; allergist, otolaryngol- 
ogist in group practice; 19 specialists; all Board Certi- 
fied; full partnership three year; remuneration based 
entirely on work done; guaranteed minimum $12,000; 
no upper limits; new clinic building; unusually fine 
hospital facilities; attractive midwestern city of 105,000. 
Box 5607 C, % AMA 


ANESTHESIOLOGIST — BOARD ELIGIBILITY NOT 
required, but must have some postgraduate training in 
the specialty, willing to do some general practice; must 
be graduate of American Class ‘‘A’’ school; under 40; 
married; and draft exempt; to join established group of 
coven Jeune physicians and two dentists. Box 5439 C, 
Se 


OPHTHALMOLOGIST, EENT OR UROLOGIST; BOARD 
eligible or Board certified; needed for group of estab- 
lished specialists; new office space, referrals money 
separate; excellent hospital facilities; here’s a place you 
can decide your own income. Send qualifications to: 
B. R. Westbrook, MD, Hillcrest Clinic, Bartlesville, 
Oklahoma Cc 


WANTED—PHYSICIAN AS RESEARCH FELLOW FOR 
alcoholic research unit at St. Margaret's Hospital* + ; 7 
bed ward devoted to metabolic studies related to chron- 
ic alcoholism and allied diseases; carries university 
appointment; $4,500 per year. Write: Dr. Robert E 
Olson, University of Pittsburgh, Graduate School of 
Public Health, Pittsburgh 13, Pennsylvania. c 


WANTED — GENERAL SURGEON UNDER FORTY 
years of age to assist in large general practice; modern 
clinic and hospital facilities; located only twenty 
minutes from Louisville, salary $15,000 first year; per- 
centage and partnership later if agreeable. Write full 
details as to education and experience: Box 5546 C, 
AMA. 


WANTED—ORTHOPEDIST; BOARD CERTIFIED OR 
Eligible to join established group in southwestern 
Pennsylvania; present staff of 45 Board specialists; lo- 
cated in modern well equipped clinic; yearly stipend of 
$16,000-$25,000 depending on qualifications; annual 
vacation and study periods. Write: Box 5588 C, % 


A 


PATHOLOGIST WANTED TO SERVE 50,000 POPU- 
lation in the Big Horn Basin of Wyoming; ideal oppor- 
tunity for establishing a private practice of pathology 
in an area noted for its hunting and fishing. Admin- 

istrator, Coe Memorial Hospital, Cody, Wyoming. Cc 


-ASSIST PHYSICIANS IN LARGE TRAIN- 


COMPLETED TRAINING; 


NEW YORK MEDICAL EXCHANGE 
Library) 


Fifth Avenue (Opposite | 
Specialists in Selection Since 1926 


(Continued on page 96) 
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PATHOLOGIST—CERTIFIED AMERICAN BOARD OR - 
Eligible; two hospitals; New York State, $22,000 pilus 
annual increases. New York Medical Exchange. 489 
. 


ADAMANTINOMA .. . 3 aspects 


Radiograph (upper left) showing an adamantinoma 
in the lower end of a tibia in a man of 48 years. 
The lesion has caused lytic destruction and expan- 
sion of the contour of the affected part of the bone. 


Photograph (upper right) of frontal section of speci- 
men. The adamantinoma tumor tissue was clearly 
demarcated from the spongiosa. It was tough and 
firm but presented small areas of cystic degeneration. 


Photomicrograph (x 90) (left) showing the alveolar 
glandular pattern so characteristic of certain fields 
of an adamantinoma. 


Turn page for data on Osteogenic Sarcoma. 


3 


Radiography and Photography work together 


...for physicians, teachers, researchers 


Every case documented with both radio- or publish ... ready, thus, to tell the world 
graphs and photographs is sheer gain for today. tomorrow. vears later. 


the medical profession. 
dical profession Photographs are easily obtained. Equip- 


With material such as this. the attending ment requirements are minimal. Film costs, 
physician is ready to share his case with remarkably small in relation to the value of 
associates and students ... ready to lecture full documentation. 


odak 
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OSTEOGENIC SARCOMA .. .3 aspects 


Radiograph (upper left) of a highly ossifying osteo- 
genic sarcoma in the upper part of the shaft of tibia 
of a boy of 10 years. 


Photograph (upper right) of longitudinal section of 
tibia shown in radiograph above. Part of the cor- 
tex and epiphyseal plate have been destroyed, but 
the epiphysis is still not invaded. 


Photomicrograph (x 70) (right) showing an osteo- 
genic sarcoma tissue field in which a considerable 
amount of calcifying intercellular material has been 
laid down between the tumor cells. 


For Radiography: Kodak Royal Blue X-ray 
Film and Kodak x-ray processing chemicals are 
uniform, dependable. Quality-controlled—rigidly 
tested—they are made to work together. 

For Color Photography: Kodachrome Films 
for miniature and motion-picture cameras; Kodak 
Ektachrome Films and Kodak Ektacolor Films for 
sheet-film cameras; Kodak Ektachrome Films for 
roll-film and miniature cameras; Kodacolor films 


for roll-film cameras and cameras accepting No. 828 


ae film. Kodak color print materials are also available. 


Order Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


Kodak™ 


TRADE MARK 


Serving medical progress through Photography and Radiography 
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“Since we've had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn’t have believed it possible 
a month ago.” 


oral 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 
Z LAKESIDE 
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Designed to avoid Mental 


in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, well tolerated, 
effective and easy-to-manage therapy for the 
complex problem of hypertension. Rautensin 
produces a gradual and sustained drop in 
blood pressure...calms and soothes the 
anxious patient, usually without loss of 
alertness...slows accelerated pulse. Patients 
on this regimen show marked reduction of 
anxiety with a resulting increase in intellectual 
and psychomotor efficiency." 


With the use of the alseroxylon fraction of 
Rauwolfia, it is usually true that side actions 
**...are either completely absent or so mild 
as to be inconsequential” and there is “...no 
danger of sudden rebound of the blood 
pressure.”’? Furthermore, alseroxylon is not 
likely to cause mental depression,’ and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root 


1. Wright, W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 
57-410, 1956. 

2. Terman, L. A.: Illinois M.J. 3:67, 1957. 

3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 


Rautensin’ 


A purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoin, Nebraska « A Division of The Wander Company 
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Because OBESITY 


can be serious 
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STRASENBURGH 


VEREATING 


BIPHET 


ROD 


( 
; 
‘ 
10-14 Hour Appetite Curb 
Single Capsule Daily Dose 
Predictable Weight Loss 
in the Torm resin complex. Strengtn 


an answer to 


intractable asthma: 


ora ELIXOPHYLLIN 


¥ High theophylline blood levels reached in minutes— 


from a single dose.* 


After absorption, theophylline is slowly eliminated. 
B Therapeutic blood levels endure for hours* 


This predictability of blood levels permits attainment 
of therapeutic blood levels night and day, providing 
=| relief of wheezing, dyspnea, cough, and protection 


against acute attacks.* 


DOSAGE: First two days: 
45 cc. (three tbsp.) on arising; 
45 cc. (three tbsp.) on retiring; 


45 cc. (three tbsp.) once midway 


between above doses 
(about 3 P.M.) 


4 hours 


15 minutes 


Therapeutic blood levels 
Sub-therapeutic blood levels 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophylline 80 mg., alcohol 3 cc. 
Prescription only — bottles of 16 fl. oz. 


Leboratories 


Detroit 11, Michigan 


*Reprints of these studies on request. 


(Continued from page 90) 


PHYSICIAN—PART TIME OR FULL TIME POSITION 
in northwestern affiliated research institution; work is 
creditable as practice time toward requirements for 
internal medical boards; position considered ideal for 
physician completing internal medical residency; full 
time salary begins at $8.990 per annum. Box E 
Yo AMA. 


WANTED—OBSTETRICIAN-GYNECOLOGIST; BOARD 
Certified or Eligible to join estabiished group in south- 
western Pennsylvania; present staff of 45 Board spe- 
cialists; located in modern, well equipped clinic; year- 
ly stipend of $16,000-$25,000 depending on qualifica- 
tions; annual vacation and study periods. Write: Box 
5587 C, % AMA. 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
training, and pediatricians needed in Maternal and 
Child Health program at salaries from $8,728 through 

0,097; five day week; pension; civil service appoint- 
ment. Dr. E. R. Krumbiegel, Milwaukee Health De- 
partment, City Hall, Milwaukee 2, Wisconsin. c 


INTERNIST — CERTIFIED OR ELIGIBLE; CHIEF, 
medical service; 176 bed GM&S Veterans Administra- 
tion Hospitai, interesting clinical opportunity for com- 
pletion of practice requirements or to ameliorate phys- 


ical demands of private practice. Manager, Veterans 
Administration Hospital, Marion, Illinois. Cc 


GENERAL PRACTITIONERS INTERESTED IN PSY- 
chiatry ; vacancies exist for several full time physicians; 
energetic and willing to learn at Veterans Administra- 
tion Hospital, Chillicothe, Ohio; located forty miles 
south of Columbus. Write, Manager. Veterans Admin- 
istration Hospital, Chillicothe, Ohio. Cc 


FAMILY PHYSICIANS IMMEDIATE OPENINGS 
with medical group; southwestern Pennsylvania; excel- 
lent educational opportunities; paid annual vacation 
and study period; net starting income $12,000-$15,000 


depending on training and experience. Write: Box 5586 
1A | 


Yo AMA. 


ENERGETIC WELL QUALIFIED, YOUNG GENERAL 
practitioner ; join two man group; prosperous northern 
Illinois city; newly constructed; air conditioned build- 
ing; must be graduate of approved school; no invest- 
ment or expenses; state full qualifications first letter. 
Box 5524 C, % AMA. 


INTERNIST — OPPORTUNITY TO ASSUME ESTAB- 
lished practice in a building with sixteen certified 
specialists in Modesto, California; leaving for re- 
search position. Write or call immediately: Virgil A. 
Place, no 283 Norman Drive, Ramsey, New Jersey, 

3122 Cc 


OBSTETRICIAN-GYNECOLOGIST BOARD QUALI- 
fied or certified; preferably one just completing resi- 
dency, to associate in private practice and eventual 
partnership; choice suburb of Chicago; Illinois license 
required ; a and personal data requested first 
reply. Box 5544 €, MA. 


| LOS ANGELES AREA—PSYCHIATRIC 


| 
| 


J.A.M.A., March 15, 1958 


WANTED — OTOLARYNGOLOGIST — BOARD OR 
Board Eligible; excellent opportunity; starting salary 
$20,000 yearly with opportunity for. advancement and 
early partnership if acceptable; to be associated with 
a well established EEN&T office located in a modern 
city with fine facilities; Write: Box 5497 C, % AMA. 


WANTED SUPERINTENDENT AND MEDICAL 
rector; 100 bed TBC, Sanatorium, Minnesota; nx 
well equipped; full maintenance; salary open. Ad 
Cor. Dr. R. V. Sherman, Chairman, Board of Direc- 
tors, Mineral Springs Sanatorium, Cannon . 
Minnesota Cc 


VACANCIES 
in new VA hospital+, affiliated with 3 medical schools: 
opportunity for individual and group therapy and 


research; salary $8990 through $12,685, plus 25°> spe 
cialty allowance. Contact: Manager, VA Hospital, 


Sepulveda, California 


PSYCHIATRIST AS CHIEF OF SERVICE; MUST BE 
certified American graduate; interested in helping teach 
residents; salary $14,700 to $17,400 plus family mainte 
nance; chance for advancement. Write: W. C. Brin- 
exar, MD, Superintendent, Mental Health Institute, 
Cherokee, Iowa c 


Ww ANTED IED OR QUALIFIED; 

54 bed GM&S Ve Administration Hospital, 
ity, range $8,990 to $12,685 
plus > percent for rtification; Florida license not 
required; U. S. citizenship required. Write Manager, 
Above address. Cc 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- 
atric patients in 2,400 bed hospital; suburb Chicago 
salary ranges $7,570 to $12,685; depending upon qual 
ifications; Northwestern Univers ity affiliate; citizenship 
required. Write: Manager terans Administration 
Hospital, Downey, North Chicago, Illinois Cc 


PHYSICIANS WANTED FOR CHICAGO AND SUR 


rounding suburbs; mary full and part time opportuni 
ties available including associations, industry and all 
specialties. Call or write: Garland Medical Placement 
25 East Washington Street, Chicago, Ilinois, Andoy 

3-0145 


Ww. THREE FPOUSE PHYSICIANS, JULY 1, 
958; salary $600 in addition to full maintenance; p 
pees Bre Pennsylvania license or its equivaler Ap 
ply to: Miss Martha (. Marks, Assistant Ac ami nistra 
tor, Westmoreland Hospital*+, Greensburg, Pennsylva 
nia 


ASSISTANT PATHOLOG ist FOR 300 BED GENERAL 
cert 


spital; Boarc or joard eligible; annua 

npensation up 25,000 depending on xperience 
anil qualifications. Apply to: Administrator, Engl 
wood Hospital, Englewood, New Jersey ( 


INTERNIST OR GENERAL PRACTITIONER—WITH 
group or surgeon and genera! practitioner: south cen- 
tral Illinois; wonderful family town of 7,000; excellent 
open oh facilities; salary open; give details. Box 
5504 C, AMA. 


HOUSE PHYSICIAN—FOR NEW CONDITIONE D; 


modern 400 bed genera sr rtabl ving 
quarters; attractive a ‘ pI Admin 
istrator, Richmond Mem Ho spit al, I soo wi stwood 
Avenue, Richmond, Virgt nia 


PHYSICIANS — BOARD ELIGIBLE PEDIATRICIAN 
and internist; established private group; Staten Its- 
fand, New York City; permanent; no initial invest- 
ene write giving curriculum vitae. Box 5576 C, “oe 


WANTED GENERAL TITIONER ; WELL ES 


tablished general practice group o good office 
and x-ray facilities; new elite, 1951; 
after first year midwestern city. Write 
% AMA 


WANTED GENERAL PRACTITIONER TO TAKE 


over practice in suburban Wichita; leaving for r lency 
in July; guarantee salary plus percentage ‘or further 
information, write or call: Marvin H. Hird, MD, 206% 
S. Parkwood Lane, Wichit a, Kansas, Mu 4-1664 Cc 


INTERNIST CERTIFIED OR BOARD ELIGIBLE TO 
work with small group in Southern California; must 
have California license; good salary with oppo un ty to 
share in income; needed immediately. Box 5609 Cc, % 

{A 


PSYCHIATRIST—FULL TIME TEACHING AND CLIN- 
ical appointment; also part time teaching positions 
available while getting practice started; departmental 
expansion in progress; send full information to: Box 
5433 C, % AMA 


| CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 


physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 S. Broadway Street, Los Angeles i4, Cali- 
fornia. c 


GENERAL AND INDUSTRIAL SURGEON; SINGLE 
preferred; willing to work evenings if necessary; should 
have Illinois license; good salary and excellent op 
portunity; complete maintenance if necessary. Dr. M. 8S 
Mazel, Edgewater Hospital, Chicago 26, Illinois Cc 


ORTHOPEDIC SURGEON--BOARD ELIGIBLE; OP 
portunity now available for equal status association 
with Board orthopedist in southern California metropo 
lis; excellent practice opportunities in ample new of- 
fices. Box 5600 C, % AMA. 


GENERAL PRACTITIONER — SINGLE MAN; ASSO- 
ciate in contract practice West Virginia; $1,200 month 
minimum guaranteed; obstetrics extra; excellent fur- 
nished quarters; no investment or overhead ; available 
July or August. Box 5616 C, % AMA. 


OPHTHALMOLOGIST— BOARD OR ELIGIBLE; WEST- 
ern Pennsylvania; salary $15,000 first year; with part- 
nership 3rd year; initial reply to include summary of 
personal and professional background. Box 5604 C, % 
AMA. 


GENERAL PRACTITIONER WANTED—TO ASSOCI- 
ate with medical group 20 miles north of Pittsburgh; 
excelient educational program; net income $12,000; 
paid annual vacation and Study leave; no investment 
required. Write: Box 344, Russellton, Pennsylvania. C 


(Continued on page 100 
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Methyl]! Tablets 


Male climacteric symptoms, once a troublesome problem of aging, yield 
readily to specific androgen replacement therapy with OreTon. The specific 
response to androgens in the male climacteric also permits use of ORETON 
as a therapeutic test for confirmation of the diagnosis. Once maintenance 
dosage is established, patients may be maintained symptom free with ORETON 


Methy! Tablets. 


OreETON Methy] Tablets (Methyltestosterone U.S. P) 

OreETON Propionate Solution in Oil (Testosterone Propionate U.S. P) 
Oreton Aqueous Suspension (Testosterone U.S. P) 

OreETON® Pellets (Testosterone U.S. P) 


For detailed dosage directions consult the Schering HANDY INDEX TO SEX HORMONE 
THERAPY. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


OR-5-4107 


for man... 
ORETON 


“ld. 
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Next issue— 


Slide #170 of a series... 


Nerve Block Anesthesia 


Regional Block Anesthesia 


Since the introduction of Xylocaine HCI Solution, nerve blocking has become much simpler. This is due 
to the rapid action and profound depth of the agent, and most important, to its great capacity for exten- 
sive diffusion. Satisfactory anesthesia is usually achieved even though Xylocaine may have been depos- 
ited some distance away from the nerve trunk. 


The sustained duration of analgesia produced with Xylocaine usually obviates the need for additional 
anesthetic during the operating procedure. With Xylocaine, and for those cases where vasopressor 
drugs are not contraindicated, less epinephrine is required than with any other local anesthetic agent. 
It is an agent of choice in the following nerve block procedures: 


digital paravertebral brachial splanchnic 
intercostal pudendal sciatic mandibular 


Half a billion injections demonstrate the utility, relative freedom from sensitivity, safety, and wide 
acceptance of Xylocaine in clinical use. Xylocaine possesses great stability and can be resterilized by 
boiling or autoclaving. Xylocaine solutions containing epinephrine, naturally, cannot be autoclaved 
due to the instability of epinephrine. 


A bibliography of more than 300 published references will gladly be forwarded at your request. Send 


_for it—see why it is said: “They rewrote the book for Xylocaine.” o 
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TARCORTI 


CREAM* 


Hydrocortisone 0.5% in TARBONIS 
For subacute and chronic dermatoses. 
AVAILABLE: Tubes of 7 grams and 1 ounce. 


NEO-TARCORTIN: 


Hydrocortisone 
Speciai Coai Tar 


OINTMENT 


0.5%, Neomycin 0.35% (as Sulfate) and 
Extract (TAR BONIS) 


Where infection is present or anticipated, 
and for dry, scaly eczemas. 
AVAILABLE: Tubes of 7 grams and 1 ounce. 


TARBONIS..... 


S% Specia’ Coal Tar Extract in a greaseiess, non-staining 


vanishing cream 


base. 


Excelient for milder dermatoses, and as a base for 
Individualized prescription formulas. 
AVAILABLE: Jars of 2% oz. and 1 lb. 


PERFORMANCE SUPPORTED BY 
AN IMPRESSIVE AND GROWING 
BODY OF PUBLISHED CLINICAL 
INVESTIGATIONS 


(1) Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
(2) Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 
(3) Abrams, B. P, and Shaw, C.: Clin. Med. 3:839, 
1956. (4) Welsh, A. L., and Ede, M.: Ohio State M. J. 
50:887, 1954. (5) Bleiberg, J.: Am. Practitioner 
8:1404, 1957. 


u&s REED & CARNRICK 
Jersey City 6, New Jersey 


(Continued from page 96) 


ANESTHESIOLOGIST—BOARD ELIGIBLE OR CER- 
tifled; fee for service; teaching appointment; Pennsyl- 
vania license and personal interview required. Apply: 
A. J. Catenacci, MD, Hahnemann Medical College 
and Hospitai*+, Philadelphia, Pennsylvania. Cc 


GENERAL PRACTITIONER WANTED TO TAKE 
over established office; southeastern Florida coast city; 
leaseholdings only investment required; leaving April 1 
 spemaias; Florida license required. Box 5187 C, % 


INSURANCE MEDICINE—CAREER OPPORTUNITY; 
assistant medical director major company, New Eng- 
land; preferabl ertified or eligible internal medicine; 

5 C, % AMA. 


to age 38. Box 5: 


GENERAL PRACTITIONER WANTED TO ASSUME 
rural practice near Syracuse, New York; good hospital 
facilities; nearly new equipment, no cash needed; no 
real estate; leaving to specialize. Box 5605 C, % AMA. 


OTOLARYNGOLOGIST — BOARD OR ELIGIBLE; 
wanted by fully approved Eye, Ear and Throat Hos- 
pital+ in_ south; salary first year; partnership after 
one year. Box 5434 C, % AMA. 


PSYCHIATRIST—BOARD CERTIFIED; TO JOIN TWO 
established psychiatrists for office practice and new 40 
bed psychiatric unit in general hospital; industrial 
community in northeast Ohio. Box 5374 C, % A. 


southern Wisconsin; 
years. Box 5520 C, % A . 


WANTED PEDIATRICIAN WITH 
Board Eligible; as an associate with a Board pedia 
trician; in large town; 
qualifications to: Box 5 


ANESTHESIOLOGISTS 


potential; $15,000 first year; 
schools only. Box 5530 C, % AX 


WANTED 


5431 C, % AN 


522 


Clinic, Madison, Wisconsin 


general practice; $12,000 
apartment. Box 5507 C, % A 


OTOLARYNGOLOGIST—BOARD CERTIFIED OR ELI- ing July Ist for 
gible to practice in eight man group; industrial city of aved 
status after two 


BOARDS OR 


90d hospital connections. Send 
7 C, % AMA 


THREE; TEACHING HOS- 
ital*+ New York City; fee U. 8S. citizenship required. Address: 
graduate: 
1A 


BOARD ELIGIBLE OR CERTIFIED AN- 

esthesiologist as assistant to Director in large hospital* + 

in northeast; department runs on fee basis. Apply: Box 
MA. 


GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
starting salary $12,000 yearly; partnership later; loca- 
tion, northwest Chicago; suburb. Box 5338 C, % AMA. 


BOARD QUALIFIED MEN TO HEAD DEPARTMENTS 
of otolaryngology, and ophthalmology at the Jackson 
Cc 


NEEDED—OBSTETRICIAN WILLING TO DO SOME 
plus unfurnished 


J.A.M.A., March 15, 1958 


GROUP OF 14 MEN WANTS ENT SPE 


| ILLINOIS 
cialist; eligible or certified; salary open; town of 35,000 
in northern part of state. Box 5581 C, S M 


WANTED 
for general practice and industria 
Building, Cleveland, Ohio 


THOROUGHLY QUALIFIED PHYSICIAN 
1 work; 200 Republic 


WEDNESDAY AND 
neral practice; north- 
C, % AMA. 


PHYSICIAN WANTED FOR 
weekend coverage of active 
west Chicago suburb. Box 533 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
| by the Council on Medical Education and Hospitals 
of the A. M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


PATHOLOGY RESIDENCIES TWO POSITIONS 
available July ist; in large general medical and sur 
gical hospital; 
service approve 


and Clinical 
pathology lab 
rull time anc 
are Board Ce 


pediatric pathology; app il ust be *itiz 

and graduate of approved medical school; salary $2,800 
to $4,000 depending on experience Apply: Chief, Lab 
oratory Service, Veterans Administration Hospital+ 


Hines, Illinois. 


| PSYCHIATRY — THREE YEAR APPROVED RESI- 
| dencies; well balanced assignments; inciuding in- 
| patient, out-patient department, child, forensic and 
| psychosomatic experience; psychoanalytically and so- 
matically oriented therapies; suburban Chicago; con- 
venient to various psychiatric training facilities; in- 
cluding Institute for Psychoanalysis; resident under 
supervision of attending psychiatric facilities of medical 
| sehools in Chicago; U. S. citizenship required. Address: 
| Louis Jensen, MD, Chief, Psychiatry Service, Veterans 
Administration Hospital+, Hines, Illinois. D 
RESIDENCY IN PSYCHIATRY—AVAILABLE; HOS 
pital undergoing expansion of ; toward 
accreditation; residency affil University of 
Maryland; psychiatric institute and other leading cen 
ters; ideally located for psychoanalytic training in the 
Baltimore area for which time off is allowed; foreign 
graduates accepted on individual basis; also vacancy 
$11,087; 


Vasconcellos, MD, Clinical Director, Rosewood State 
Training School, Owings Mills, Maryland 


PATHOLOGY RESIDENCIES—AVAILABLE JULY |, 
1958; 4 year approval pathologic anatomy; clinical 
pathology; 400 bed hospital*+ expanding to 800 beds; 
medical technicians training school; 200 necropsies: 
8,000 surgicals; {50,000 clinico-pathologic examina- 
tions; medical photography; staff of Board Certified 
chief pathologist and 2 assistant pathologists; bacteri- 
ologist; 3-4 residents; educational program; stipend 
$2,400 pilus full maintenance including family. Apply: 
Leo Lowbeer, MD, FCAP, Hillcrest Medical Center, 
Tulsa, Oklahoma. 


WANTED RESIDENT PHYSICIAN; ROTATING, 
single or married; tor general medical and surgical 
hospital; 100 beds; fully accredited by Joint Con 
sion; near Wilkes-Barre Pennsylvania; excellent 
ary; light duty schedule; attractive living quarters; 
splendid recreation facilities. Write or phone: Frank 8 
Koronkiewicz, Superintendent, Nanticoke, Pennsylvania 
Phone 590. Db 


THREE YEAR APPROVED PSYCHIATRIC RESIDEN.- 
cies; university teaching hospital* + ; integrated training 
program; supervised psychotherapy seminars; lectures; 
research opportunities; psychoanalytic; psychosomatic ; 
social sciences approactyes; opportunity for advanced ex- 
perience in child psychiatry; psychoanalysis; stipends 
$3350, $4000, $4650, $5825, $6000. Contact: Dr. George 

. Ham, Psychiatric Training and Research Center. 
North Carolina Memorial Hospital*+, Chapel Hill, 
North Carolina. D 


RESIDENCY IN ANESTHESIOLOGY — UNIVERSITY 
| appointment; two years active training program; ace 

quate clinical experience in all prases of anesthesia; 
affiliation with Veterans Administration; Indiana | 

cense required; starting salary $2,700. V <. Stoelting, 
MD, Indiana University Medical Center*+, Indianapo 
lis, Indiana. D 


PEDIATRIC RESIDENCY—i OR 2 YEAR RESIDENCY 
open only to graduates of approved medical schools; 
accredited program in major teaching hospital*+ in 
scenic area of central Pennsylvania; $3,000 annually 
with full maintenance; jobs for wives usually available. 

Write: John . Knauer, MD, Harrisburg Hospital, 
Harrisburg, Pennsylvania. 


THE WINFIELD HOSPITAL WILL HAVE AN OPEN 
a chest resident; this residency is 
approved in pulmonary diseases as part of the residency 
offered by the Michael Reese Hospital in Chicago, Ili 
nois; we would jike applicants to apply to: D. B 
Radner, MD, Medical Director, Winfield Hospital, Win 
field, Illinois. dD 


MEDICAL NEUROLOGY THREE YEAR RESIDEN 
cies approved by the American Board of Psychiatry 
and Neurology will be available July 1, 1958; the pro 
gram is under the supervision of the Dean's Committee; 

Manager, Veterans 

Attention 


Administration Hospital+, 
Chief, Neurology Service 


Hines, Illinois 


OTOLARYNGOLOGY APPOINTMENT AVAILABLE 
July 1, 1958 at first year level in approved three year 
program; requirements: [| S. citizenship; graduation 
from U. S. approved medical school, and one year ap 
proved internship. Write: James R. Chandler, MD 
University of Miami, School of Medicine at Jackson 
Memorial Hospital, Miami, Florida. dD 


PHYSICAL MEDICINE AND REHABILITATION RESI 
dency—1,300 bed general hospital, three year approved 
program; Baylor Univer Medicine affiliation ; 
residency $2,840 

M. J 


Texas. 


(Continued on page 102) 
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effective against 

a majority of strains 
of resistant 
staphylococcus 


Very effective’ against micrococcus aureus— 
including resistant strains —isolated from hos- 
pitalized patients. “The striking sensitivity of 
200 strains (of hemolytic staphylococci) to no- 
vobiocin deserves emphasis.” 


“...novobiocin was uniformly bacteriostatic in 
concentrations of 1 ug. per milliliter and 50% 


NOVOBIOCIN 


of the strains were killed by concentrations 
of 20 ug. per milliliter."* 


SUPPLIED: Capsules CATHOMYCIN (sodium novobi- 
ocin), 250 mg. of novobiocin per capsule, bottles of 16 
and 100. Syrup CATHOMYCIN (calcium novobiocin), 
each 5 cc. contains 125 mg. novobiocin, bottles of 6O 
cc. and 1 pint. 

1. Pulaski, E. J., and Isokane, R. K.: Surg., Gynec. & Obst. 104:310, March 1957. 

2. Petersdorf, R. G., Curtin, J. A., and Bennett, |. L.: Arch. Int. Med. 100.927, December 1957. 
CATHOMYCIN is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME vison co, 
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(Continued from page 100) 


WANTED—ON OR BEFORE JULY |, 1958, THREE 
residents for approved residency in internal medicine on 
very active service; 95% staff cases; department super- 
vised by Board Diplomates ; Salary $315 to $375 r 
month. Apply: Box 5466 D, % AMA. American citi- 
zenship required. 


PSYCHIATRIC RESIDENCIES AVAILABLE — UNT- 
versity of Washington, and Seattle Veterans Adminis- 
tration Hospital, three and five year integrated pro- 
gram. For information write: Chief, Psychiatry and 
Neurology Service, Veterans Administration Hospital, 
4435 Beacon Avenue, Seattle 8, Washington D 


PEDIATRIC RESIDENCY ~FIRST AND SECOND 
year appointments available in approved two year resi- 
dency; 400 bed general hospital; large clinic; compre- 
hensive teaching program; $300 monthly first year. 
Apply: Medical Director, Fresno County General Hos- 
pital, Fresno, California D 


WANTED—RESIDENTS FOR TWO Y EAR APPROVED 
program in internal medicine ; salary $75-$200 per 
month and maintenance; depending on qualifie ations; 
500 bed, modern, chronic disease hospital. Apply: 
St. Barnabas Hospital*+, New York 
57, New York D 


WANTED-—-BOARD CERTIFIED PEDIATRICIAN FOR 


full time group vay B eastern Kentucky; $18,000 
to start. Box 5532 D, 


EXCELLENT APPROVED RESIDENCY IN ANES- 
thesivlogy available at Veterans Administration Hos 
pitai+, Denver, Colorado; affiliated Colorado Univer 
sity School of Medicine; salary $2,840; citizenship re 
quired. Dr. F. J. Rachiele, Director, Professional 
Services. I 


RESIDENTS WANTED—IN GENERAL PRACTICE 
Salary $300 per month plus complete maintenance 
residency approved by AMA and Department of St 
for Exchange Visitors. Apply Administrator, The 
Polyclinic Hospital+, 6606 Carnegie Avenue, Cleveland 
3, Ohio. D 


INTERNS WITH EXPERIENCE WANTED—160 BED 
modern progressive, general voluntary hos il; surgery 
is particularly active; maintenance plus ) monthly 
Adelphi Hospital, 50 Greene Avenue, Bro n 38, = 
fork, ) 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organized teaching 
program; affiliated with Washington University School 
of Medicine, all types of psychiatric experience repre- 
sented; including supervised synamically oriented psy- 
chothorapy; psychosomatic medicine; child guidance; 
etc; approved training in psychoanalysis available local- 

full time director of training is a member of the 
Psychoanalytic Association; attractive career 
residency program available; citizenship required. Write 
D.. Bernard A. Cruvant, Veterans Administration 


FIRST YEAR PSYCHIATRIC RESIDENTS--ARKAN 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 


RESIDENT 


J.A.M.A., March 15, 1958 


Sas State Hospital+, Little Rock, year program 
being established on former two yea program; now 
actively associated with new University of Arkansas 
Medical Center, which includes new medical school 
buildings and new university hospital, all located on 
campus of state hospital, emphasis on supervised, 
dynamically-oriented, clinical psychiatry during first 
yeu with beginning of good grounding in neurology 
and psychosomatic medicine; must have fluent use of 
English and, preterably, be eligible for licensure in 
Arkansas; starting salary $647 per month, without 
Maintenance; openings for one or two well qual fled, 
highly competent individuals; beginning July 1958 
Write: Hans Molholm, MD, Director of Rese arch 
and Education, Arkansas State Hospital, Little Rock 
Arkansas. dD 


Oklahoma Medical Center. Three year approved train 
ing provides broad experience in dynamic psychiatry 
with intensive psychotherapy of in-patients and out 
patients; physiological and pharmacological therapies; 
neurology; child psychiatry, social and preventive psy 
chiatry; behavioral sciences; psychoanalysis: residents 
Participate in tes and research; Optional super 
vision, excellent case material, complete curriculum 
Stipends: first year $4,000; second year $4,600 

year $5,200; applications now being considered for 
idencies beginning July 1959. For details write 

Jolyon West, MD, Professor of Psychiatry, Univer 
of Oklahoma School of Medicine and University 
pitals, 800 N, E. 13th Street, Oklahoma 
homa 


IN PATHOLOGY; FIRST YEAR SALARY 
$325 with increases each year to $450; four year Board 
approval in both pathologie anatomy and clinical 
thology; want only a first year resident; preferably in 
terested in career of pathology; graduate 

school only; 300 bed ultra-modern 
ultra-modern laboratory; two full time 
pathologists plus two Board Cert 
biochemist and Ph.D. microbio 
180 autopsies; well organized teaching program: avail 
able immediately or July ist. Apply: Grant Murphy, 
MD, Director ot Laboratories, McLaren General Hos 
pital, Flint, Michigan 


PATHOLOGY RESIDENCY — AVAILABLE JULY |, 
1958; medical school affiliation; approved for four years 
in anatomic and clinical pathology: active teaching 
and research program; staff includes two full time 
Pathologists certified in both anatomic and clinical 
pathology; excellent training in surgical and frozen 
section diagnosis; active necropsy service; active clinical 
laboratory service with modern equipment and advanced 
methods; stipend and maintenance. Apply: Dr. David 
R. Meranze, Director of Laboratories, Albert Einstein 
Medical Center* +, Southern Division, Philadelphia 47. 
Pennsylvania. 


PATHOLOGY RESIDENT WANTED THERE ARE 
openings now and in July at the Veterans Administra 
tion Research Hospital for pathology residents: the 516 
bed hospital is affiliated with Northwester 
Medical School and app int ments are mac 


the Dean's Committe: 1 faculty status 
through other hospitals sifords wide flelds « 

leat opportunities for research and acad 

direct 


linistration Research 
Illinois. D 


icago 11, 


SSIDENCIES AVAIL APPROVED RESIDEN 
cies in aw surgery, pediatrics, obstetrics and gyn- 
ecolog y, nd general on actice available July 1, 1958: 


R 


i 43 bassinet city operated hospital; ann tially 
15,000 in-patients: 9,000 out patient - 12,000 
emergency room visits; approved for 16 interns 
house staff 30; teaching program wel! organize 
Operating; fundamentals and objectives pr 
available on request; beg nning salary 8 Write 
Director, City Hospitals, % Cit Hospital 
Winston-Salem, North “arolina, 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved three year program; balanced clinical 
and didactic training including psychotherapy and so- 
matic therapies, outpatient and child Ds chiatry: at 
VA, State and Menninger Hospitals; liated with 
Topeka Institute for Psychoanalysis: my year appoint- 
ments combining residency and staff experience for 
Board eligibility available at staff salaries. Write: Reg- 
istrar, Menninger School of Psychiatry+, Topeka, as 
sas. 


|} VETERANS ADMINISTRATION HOSPITAL, ANN AR 
bor, Michigan, a general medical and surgical hospital: 
positions availabl psychiatric residencies: affiliated 
with the University of Michigan offering a fully ac 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children s residential psychiat tric treatment center; 
must be an American citizen. W e: Paul M reland 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan D 


FIRST YEAR UROLOGIC RESIDENT UNEXPECTED 
acancy July 1958; university service large general hos 
pital*+, Washington, D. C.; includes rotation thro 
university hospital; basic salary $2,800; fully appro 
three year program; senior resident performs minin 
200 major operations; nationally known urologi 
and also half-time urologist; only graduates 
proved medical schools considered; interview 
Write: Dr. Roger Baker, Georgetown University Hos 
pital, Washington, D. 


APPROVED PSYCHIATRIC RESIDENCY—500 BED 
hospital+ in Chicago Medical Center; Dean's Com 
mittee supervised didactic-clinical program on 5 bed 
Psychiatry and Neurology Service; affiliated with Un 
versity of Illinois, Loyola University, Chicago 
School, Institute Juvenile Research, County Psych 
pathic Hospital and large Outpatient Clinic. Write 
Manager, Veterans Administration West Side Hospital, 
820 So. Damen Ave., Chicago 12, Ilinois. D 


NEUROLOGY RESIDENCY—TWO YEAR BOARD AP 
proved training program in a 712 bed GM&S hospital 
located in the San Francisco Bay area; affiliation with 
other teaching hospitals and two medical schools; salary 
$2,840 and $3,550 P/A with annual increases; career 
residencies from $6,000 to $9,000 P/A depending on 
qualifications. For further information write: Director 
Professional Services, Veterans Administration Hospital 
Oakland, California dD 


to: 
Hospital, 915 North Grand Avenue, St. Louis 6, Mis- 
souri. 


(Continued on page 106) 
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® Relieves depression 
without euphoria 
—not a stimulant 


= Restores natural sleep 
without depressive 
aftereffects 

~—not a hypnotic 


® Rapid onset of action 


® Side effects are 
minimal and easily 


Deprol* 


Composition: Each tablet 
contains 400 mg. 
meprobamate and 1 mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


WALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request 


s 


anticoagulant 


(BRAND OF PHENPROCOUMON) 


“ORGANON’ 


= Tailored to give satisfactory results 
in all classes of patients 


ae LIQUAMAR offers these clinical advantages in the 
treatment of thrombosis and embolism: 


marked and prolonged anticoagulant activity 
stable and predictable prothrombin responses 
ease and certainty of control 

no nausea, vomiting, or vasomotor instability 
low incidence of bleeding 

low daily maintenance dose 


low cost 


proven effective in thousands of patients 


: Oral tablets, double-scored, each tablet containing 3 mg. of 


phenprocoumon. In bottles of 100 and 1000. 


WRITE FOR DETAILED LITERATURE 


Or anon ORANGE, N. J. 


ix 
COB. 
potent. 
| | 


/n Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 


LOTION PH4.6 
Acid Mantie®—Hydrocortisone—Neomycin 


Note: 
provides enhanced topical benefits 
especially 
* effective in 
hairy areas antiallergic and antibacterial action. 
and tissue Restores normal skin acidity. 
folds CHEMICALS ba 


Street: New 


in antiinflammatory, antipruritic, 


Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in 42 oz., 1 02., 2 oz., 4 oz. squeeze 
bottles. (¥2 oz. size has special soft plastic tip for easy 
application of contents into external ear in otitis externa.) 


Samples and literature available on request. 


sil S1iQ. 


NOW... MEDCo COMBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B.. . 


MODEL 


WITH RECIPROCAL STIMULATIO 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus 
cle and 

skeletal 

system 


$295" 


FREE TRIAL OFFER 


Medco Products Co. 
Mail Address: P. O. Box 3275-M 
3603 E. Admirol Pl. + Tulso, Okiachome 


(CD Please send Pad Placement Color Chort. 

(CD Please send MEDCOLATOR Model K with Recipro- 
cal Stimulotion for 30 day FREE tricl. 

(CD Please send descriptive literature on MEDCOLATOR 
Model K. 


NAME 


ADDRESS. 


city. STATE 
Serving the Profession Since 1932 


Vol. 166, No. 11 105 
rla 
= | — 
| : WHEN INFECTION Ghd INFLAMMATION are INTERLACED : | 
| | 
YORK 23 + LOS ANGELES 46 - In Canada: 2765 Bates Ro: 


Must be a doctor’s office... .*Q-Tips™* all over the place!” 


*Used more than any other prepared cotton swab. 
Samples mailed on request. Q-Tips, Ine., 
Long Island City 1, N. Y. Q-Tips® 


Official A.M. A. Auto 


Medico! A 


SAW E on 


INSIGNIA AND RECORD SUPPLIES 
Distinctively the sign of a WRITE FOR 


licensed practitioner of medi- 
cine. 
pian staff, the green cross, “a 


LETTERHEADS 


the Initials “M.D."" in du- 


ENVELOPES 


rable hard-fired vitreous en- 
amels and gildine metal. Copy- BILLHEADS ~ 
righted. numbered, registered 


Attaches to edge of license 


STATEMENTS 


to A.M.A members only. Price Accurate, clean-cut letterpress 
$3.50. ( Complete.) work on highest quality materials 
, 535 N. Dearborn St., Chicago 10 Satisfaction guaranteed 


APPOINTMENT a 


PROFESSIONAL STATIONERY 


Embodies the Aescula- | CATALOG Ra - 


COLWELL PUBLISHING CoO. 
236 UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


| 
| 
plate with clamp bracket. Sold PROFESSIONAL aps 


THAT'S DOCTOR'S ORDERS 


Investigate the Sedgwick Stair-Chair® 
designed for those who cannot or should 
not climb stairs. Safely you ride up or 
down without effort— simply by pushing 
a button. Time tested, easily and quickly 
installed. Costs about $1400 installed — 
and well worth it. Nation-wide service 
and sales. 

ick macnine works 

Established 1892 


265 West - Street, New York 11, N.¥. 
Other Sedgwick Products 


RESIDENCE ELEVATORS « DUMB WAITERS 
SIDEWALK ELEVATORS « FREIGHT WAITERS 


_ 


PSYCHIATRIC 


RESIDENT 


PATHOLOGY 


J.A.M.A., March 15, 1958 
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RESIDENCY VACANCIES; APPROVED 
three year residency in conjunction —_ Northwestern 
University Medical School; extensive training program 
in clinical psychology, vocational coumaaline. social 
service, and related fields; salary ranges from $2,840 to 
$3,550; and for career residents $5,915 to $10,065 
hourly commuting distance Chicago; citizenship re 
quired. Write: Manager, Veterans Administration Hos 
pital, Downey, North Chicago, Lllinois. D 


SURGERY; WE HAVE AN IMMEDIATE 
opening for a surgical resident who has had basic 
training in physiology to study the metabolism of pa 
renteral nutrition; experimental laboratory, technicians 
and clinical patients available; hospital*+ is approved 
for surgical residences; stipend $4,200. Address all in 
quiries to: Director of Personnel, St tarnabas Hos 
pital, 920 8. 7th Street, Minneapolis, Minnesota D 


RESIDENCY INTERN AL MEDICINE; 1,300 BED 
general hospital+ “ar; teaching unit; Baylor Un 
versity College of Me« icine; female, privi tient 


medicine; includes all sub-specialists under supervision 


of Board Certified specialists; stipend Ay 
550; radioisotopes, pulmonary function ote 
citizenship required. H. D sennett an 


Administration Hospital, Houston Texas 
YEAR 
pathologie anatomy and clinic 
mately 1% 2,000 gee als, 600 ar 
Sections 


APP’ RESIDE NCIES IN 
pathology ; 
and 600 frozen 


gists, Ph.D bi 
part-time neuropathologist matologist 

communications tc: Dr. Herbert Fanger, Rhode Is land 
Hospital*+, Providence 2, Rhode Island D 


1, 1958—-TWO APPROVED 


JULY 


AVAILABLE ON? 


year medical residencies; f graduates of approver 
Medical Schools; 200 bed hospital located in upp 
midwest college community; serving trade area 

200,000; 30 man medical specialty group closely affi 


monthiy plus housing 
Litten, Manager, Fargo Clinic, "Box 
Dakota 


North 


APPROVED RESIDENCY TRAINING—OBSTETRICS- 
ynecoiogy: pediatrics; medicine at Bernalillo County- 
ndian Hospital*, Albuquerque, New Mexico, beginning 
July t, 1958; stipends first year $4,200; third year 
$4,600; hospital is approved for 12 rotating internships 
applicants should be graduates of medical schools ap- 
proved by the AMA. For further information, write: 
Murray A. Hintz, Administrator Dd 


RESLDENCIES--INTERNAL MEDICINE; ACTIVE 300 
| bed general hospital* +; approved 3 year residency D 
gram; full time Board specialists teaching; ala 


ar 


train 


Direetor lucs Kats Foundation 
Hospital, 280 W Maca Oakland 11, Cal 
ifornia D 


APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 
atry. pulmonary diseases, neurology and pathology: 
available July |, 1958: 684 bed county hospital + near 
New York City; exceptional educational opportunity 
only applicants who have completed one year approved 
internships will be considered; stipend $200 monthly 
plus complete maintenance; Apply: Superintendent, 
Bergen Pines County Hospital, Paramus, Ww. 4 uv 


HOUSE OFFICER INTERNAL MEDICINE; AVAIL 
able July 1, 1958; in a 650 bed hospital for long term 


iliness; affiliat vith the Universit of Cincinnat 
College otf Medict ine pos sitions available are for one 
chiet ident and th assistan sidents sala 
from $400 to $500 per me and f maintenanc: 
Write to: Mr. M. P. Packwood, Supe endent, Dra 
Memoria] Hospital, Cincinnati ‘16 Ohio Dd 


ORTHOPEDLE RESIDENCY FULLY APPROVED 


program at 500 bed Veterans Administration Hospital 
aff_fiiated with Tulane and LSU Medical Schools; one 
t training is given at affiliated hospitals , 
liatric, traum and othe pecial phases 
surgery ; d begins at $2,850 a 
thardson, MID, Veterans 


t: Lyman K. 
ministration Hospital, New Orleans, Louisiana 


PATHOLOGY RESLDEN( IES 
teaching +: univ 
proval clinic ¢ 
degree; three ¢ 
ants; 


IES; 600 BED 
ated; 4 yea 
ading 


con 
board and duty 
Nebraska. D 
APPROVED THORACIC SURG rc AL RESIDENCY 
program at Medical College of Georgia Medical Center; 
openings at first and second year positions, begimming 
duly 1, 1958 at salaries $5,000 mK ia o 
approved sehools preter Apply obert G. E 
MD, Chief, Division Thor: acic Surg ry, Medical Collex 
of Georgia, Augusta, Georgia 


| RESIDENCIES AVAILABLE—INTERNAL MEDICINE; 
three year Board approval; affiliated with Johns Hop- 
kins and University of Maryland medical schools; 
radioisotope and research laboratories; citizenship re- 
quired. Contact: Director, Professional Services, Vet- 
erans Administration Hospital, Fort Howard, —- 
land. 


GENERAL SURGICAL RESIDENCY FOUR YEAR 
approved program first year level; rotation through 
specialties; research opportunities; private hospital* + 
affiliated with public teaching institution; 
midwest city; U. S. citizenship; beginning 
partial maintenance; July Ist, 1958 tox 
AMA 


RESIDENCY IN INTERNAL MEDICINE —-APPROVED 
250 bed general hospital+* in San Francisco; three 
year approval; large outpatient department and clinic 
service; stipend $325 per month first year; plus main 
tenance. Contact: Educational Committee, St. Luke's 
Hospital, 1580 Valencia Street, San Francisco, i 

) 


ifornia. 
ANESTHESIOLOGY RESIDENCIES APPROVED 2 
year active teaching program with unusually wide clin 


ical experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medica! col 
lege after completion of training. Write: C. M. Land 
messer, MD, Director of Anesthesiology, Albany Medi 
cal Center, Albany, New York D 


(Continued on page 112) 
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PRANTAL REPETABS 

offer 100 mg. 

full, comprehensive anticholinergic action with 
enduring pain relief plus rapid healing for the peptic ulcer 
patient with minimal incidence 
of undesirable side effects 
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. 
— “ais 
: 
- 
~ 
‘ie 
2 
4 : 
‘ 
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Phitadeiphia 1. Pa 


A ISOLYSENR 
TARTRATE 
Pentolinium Tartrate, Wyeth 
x 
>. 
bs < tit 
\] ) 
> 
— 
; 


When tetracycline therapy s indicated — 


References: 1. Council on go Dew, AM.A.: 
LAMA. 166: 52, 1958. 2. Pu 43 Prac- 
titioner 179:465, 1957. 3. Cronk, G. and 
Naumann, D. E.: Ant. Med. & Clin “Ther. 
Ff 1957. 4, — M. A., Dickison, H. L., 
Hubel, K. A., and Buckwalter, F. H.: Ibid. 
4:99, 4957. 5. Prigot, A., Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4: 387 A ge 6. Pulaski, 
E. J., and Isokane, R. K.: 4:408, 1957, 
7. Putnam, L. E.: Ibid. 4: 8. Rein, 

R., and Fleischmajer, R.: glbid. 4:422, 1957. 
9. Welch, H., poe N., A. W., and 
Wright, W. W.: Ibid. 10, Cronk, 
G. A., Naumann, D. E., and "Casson, K.: Anti- 
brotics Annual, 1957-8, ed. by H. Weich and 
F. Marti-Ibanez, Medical Encyclopedia, New 
York, p. 397. 11. Dube, A. H.: Ibid. P, 409. 
12. Hubel, K. A,, Palmieri, B., and Bunn, P. A.: 
Ibid. p. 443. 13. Ka: lan, M. A., Albri ht, H., 
and Buckwalter, F. Ibid. p. 415. 44, ortney, 
B., Draper, T., ‘and Wehrle, . F.: Ibid. p. 386. 
is. Shidiovsky, B. P ‘A. A. 


Felix, A. J. Harvey, I.: Ibid. 


REMEMBER ABOUT 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


1 Tetrex is purely tetracycline phosphate 
complex-—requires no "activating additive” 


— has its own inherent, chemically unique property of being 
absorbed into the blood stream to a maximum degree. 


In each Tetrex Capsule: 


————— Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 


(tetracycline HCI activity) 


Excipient: Lactose q.s. 


2 ) Tetrex produces maximum tetracycline 
serum levels 


— thousands of blood determinations after oral or intramuscular 
administration have consistently demonstrated fast, high pro- 


longed serum levels in patients of all ages, 9 10.11, 12,13, 14,15 


Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with published clinical reports by 9 investigators 
on 996 patients in 1957.*:5:7-8:!° Typical comment: “All patients 


infected with tetracycline-sensitive organisms responded satis- 
factorily to therapy.” !° 


BRISTOL LABORATORIES INC., Syracuse, New York 


‘ 
3 


PRESSED 


A 


“DEPROL” specifically combats 
‘depression without masking 
it with euphoria. 
Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without 
depressive aftereffects. 


“DEPROL” has preved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


« Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic 


« Rapid onset of action 
a Side effects are minimal 
and easily controlled 


Composition: Each tablet 
contains 400 mg. meprobamate 
dicarbamaie) 
and 1 mg. benactyzine HC] 
{2-diethyiaminoethy! benziiate hydrochloride} 


Average Adult Dose: | tabiect q.i.d. 


*Alexander, L.: Chemotherapy of depression— 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A., 166: 1019, Mar. 1, 1958 

— 


Literature and samples on request 


WALLACE LABORATORIES, New Brunswick, N. J. 
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} 
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i 


year level; starting July 1, 
pitals; second year stipend, 
program has three year approval; 


Chairman, Dep 
College of Georgia 


nity; only applicants of approved medical schools will be 


tenance. Apply: Bergen Pines County Hospital, 
mus, New Jersey. 


PATHOLOGY 

fellowships in Baylor University Hospitals*+; Dallas, 
‘xas; approved 4 years PA and CP under 
thologists and several Vh.D.’s; opportunity for re- 4 
Lee “and advanced degrees ne 320 University College Medicine; 
autopsies; $2, 
for brochure. 


bed municipal hospital* + ation 
for residencies in surgical specialties; stipend $63 per 
week plus maintenance; furnished apartments for mar- 
ried residents. Contact: Y 

McCook Memorial Hospital, Hartford, Connecticut. Db 


INTE 


ROTATING 
general 
teaching 
nance; 
cense. 


(Continued from page 106) 


service, 


SECOND OR THIRD 
in medical college hos- 
$4,000; third year $5,000; 
indicate training in 
and pathology Apply: R. Wight, ANE 
artment of Setloloay, Medical 
Georgia. D 


RESIDENCY 


Contact: 


therapy HESLOLOGY 
University Residency 
seminars, basie study, 


tember first. Apply: 


4 1, 1958; bed county hospital* + of Medicine, 

York City: educational opportu- 

RESIDENCY IN 
program, pathologic 
affiliated 
Houston, 
required 
Hospital, 


RESIDENCIES 


stipend $100 monthly plus complete main- 


Houston Sl, 


RESIDENCIES AND HEMATOLOGY 


5 certified 


15,115 surgicals; 


Dr. J. M. Hill 
D 


se min ar 
3,550; career, 


140 to $3,900 plus. Write: 


APPROVED RES 


Y JULY 1, 1958; AI 
internal medicine ; 


; training in pre 


RESIDEN 


OVED 


es 7 58 
Veterans 
tucky 


Director of Medical Education, 


cardiog) 


Twenty-two years devoted exclusively to the design and 
production of electronic medical-surgical equipment 
of the highest quality is now culminated in the presentation 
of this new—unexcelled, electrocardiograph. 


Department AMA-258 


Please send me descriptives detailing 


in your all-new Electrocardiograph 
Dr. 


iNSHIP 
hospital*+ in 
stipend 
applicants must 
Education Committee, St. Luke's Hos- 


— APPROVED 250 BED 
San Francisco, with active 
$500 monthly and mainte 


pital, 1580 Valencia Street, San Francisco, 


VERSATILE 


nity; appointments available 
Division of 
University of Washington, 
PATHOLOGY 
anatoly and 
University Colleg 
stipend $2,840 to $3, 550; 
MD, Veterans Administration 
Texas. D 


Kaylor 


PSYCHIATRY; 1 
hospital; three year approved program 


annual 
: to $8,990 
erans ‘Administration Hospital, 
SIDENCIES IN GENERAL SURGERY; | PATHOLOGY RESIDENCIES 
orthopedics, 
“i with University of Louisville 
Apply: 
Administration 


Director, 
Hospital, 


THE BIRTCHER CORPORATION. 
4371 Valley Blvd. Los Angeles 32, California 


the 19 new engineering features found exclusively 


eligible for California li- 


California. D 


THREE YEAR 
broad ciinical experience; 
research training opportu- 
April first, July first, Sep- 
Anesthesiology, Schooi 

Seattle. D 


APPROVED 
pathology ; 
Medicine; 
citizenship 


4 YEAR 


0 BED GENERAL 
; affiliated Baylor 
well rounded clinical and 
stipend regular $2,840 to 
Write: Manager, Vet- 
Houston, Texas D 


psychiatry, pathology; 
Hospitals; va- 
Professional Services, 
Louisville, Ken- 

D 


| RESIDENCIES 


SURGICAL RESIDENCY 


NON-APPROVED RESIDENCY 


NEUROLOGICAL 


APPROVED 


ORTHOPEDIC 


SENIOR 


J.A.M.A., March 15, 1958 


PRACTICE RESIDENCY FULLY AP 
2 year program; choice of program in second 
outpatient service; 215 bed hospital*+; qualified 
teaching staff; appointments now being made for July 
Ist. Apply: Chairman, Intern Committee, St. Luke's 
Hospital, St. Paul, Minnesota D 


PSYCHIATRY; 1300 BED GENERAL 
approved program; affiliated Bay 
Medicine; well rounded clin 
annual stipend regular $2 
Manager 
Texas. D 


hospital ; three year 
lor University College of 
ical and seminar program; 
840 to $3,550, career, $5,915 to $8,900. Write: 
Veterans Administration Hospi tal, Houston, 
APPROVED 250 BED GEN- 


eral hospital*+ in San Francisco; three year approval 
large outpatient department and elit nic 


per month first. year plus mainte nance Contact: 
Educational Committee, St as e's Hospital, 1580 
Valencia Street, San Francisco, California D 


AVAILABLE IN MED 
icine, Surgery and Obstetrics; 110 bed general hospital ; 
fully approved JACH ; $300 per month plus full maint 

nance; exchange visitors do not apply. Write: Ac imin 
istrator, Belmont Community Hospital, 4058 W. Mel 
rose Street, Chicago 41, Illinois. dD 


ONE IMME ONE 
July Ist; 600 bed general hospital*+; approv for 
Year program; modern well equipped sboratory an 
unusual opportunity to combine research and pathology 
training. Apply: I M. Knights, Jr MD, Direetor 
Pathology, Hurley Hospital, Flint, Michigan. D 


FELLOWSHIP AVAILABLE NOW 
additional stipends for 
Ladwig, MD, De 
Creighton Uni 
Nebraska I 


stipend $3,800 per vear plus 
dependents. Apply to: Harold 
partment of Neurology and Psychiatry, 
versity School of Medicine*+, Omaha, 


GENERAL PRACTICE RESIDENCIES 
Openings; four first year residents, two second year 
residents; start April or July; $250 and $300 monthly 
full maintenance Apply Medic al Director, Macon 
Hospital* +, Macon, Georgia dD 


JULY 


1, 


RESIDENCY AVAILABLE 


1958; Roard approved three year program; 500°) bed 
Ohio hospital; 25-35% surgical procedures orthopedic; 
Graduates of approved schools only Box 
Yo AMA 


APPROVED PRO 


RESIDENT IN YEAR 


gram; adequate number service patients for operative 
experience; also vacancy first year resident in same 
program City rial Hospital, Winston-Salem 

D 


North Carolina. 


GENERAL ROTATING RESIDE 


AVAILABLE IM 
mediately 116 bed 20 bassine 4 


hospital, ap 


proved by Joint Commission or en_ot Hos 
pital; salary $400 month Apply Hospital 
Wilmington, Delaware Db 


RESIDENCY 


2ND-3RD YE AR INTERNAL MEDICINE 


available; 3 year val; 500 bed O 
pital* + ragidly community; aduates 
appro schools only; $250-$400 per month stipend 


Box 5539 D, % AMA 


PRACTICE: JULY |. 1958 

100 bed JCAH accredited general hospital: residential 
Administrata,, Coitay 
Grosse Pointe 


jd of Detroit. Apply 
pital, 159 Kercheval Avenue, 
Michigan. 


o 
Farms 
D 


RADIOLOGY—BOARD 
available in current year and 
i Departine 
Charity Hospital*+, New 
I 


RESIDENTS IN 
program; positions 
July 1, 1958. For full pa 
Medical and Surgical C: 
Orleans, Louisiana 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
rics and gynecology; vacancy for first year resident 
beginning July 1, 1958; 518 bed general hospital* + 
Apoly: Administrator, The Toledo Hospital, Toledo, 

hio. 


APPROVED GENERAL SURGERY RESIDENCY 
Vacancies Ist and 2nd years; graduates of approved 
schools only. Director of Medical Education, H na 

Park General Hospital*+, Highland Park Michi 

gan D 


FOR RESIDENT WITH 


training; stipend $5,600 


PATHOLOGY FELLOWSIILP 
two or more years of pathology 
per year plus room and board. Apply: F. L. Apperly 
MD, Department of Pathology, Medical College of 

Virginia*+, Richmond, Virginia D» 


PevenrATESe RESIDENTS — NEW PLAN PAYING 
360; offering three years fully approved training in a 
pot wnat psychiatric institute+ followed by two years 
supervised experience; open only to tty of ap- 
proved medical colleges. Box 5617 D, AMA 


RADIOLOGY R NCY-—-FIRST AND 2ND YEAR; 
available July 15, 1958 in 126 bed general hospital; 
Philadelphia seine: $300 per month plus full main 
tenance; no exchange Visitor number. Apply: Delawar« 
County Hospital, Drexel Hill, Pennsylvania Db 


AVAILABLE IMMEDIATELY APPROVED RKESI 
dency for Board Certification in pathological anatomy 
and clinical pathology at a university hospital* + and 
medical school. Send replies to: Box 5488 D, % AMA 


GENERAL SURGERY RESIDENCY—4 YEAR BOARD 
approval; 500 bed Ohio hospital* +; rapidly enlarging 
community ; graduates of approved schools only. An 
swer: Box 5526 D, % AMA 


RESIDENCY AND ASSISTANT RESIDENCY IN IN 
ternal medicine; also rotating internships. Reply: Su 
perintendent, Gouverneur Hospital+, 621 Water Street, 
New York 2, New York, Oregon 353-0200 Db 


HESIOLOGIST RESIDENTS—APPROVED TWO 
active teaching clinical program; available July Ist, 
19% Peal H. Lorhan, MD. University of Kansas Med 
ical Center*+, Kansas City, Kansas D 


Address. 


Zone 


State. 


AVAILABLE IN 500 BED 
Board approved 


PATHOLOGY RESIDENCY 
Ohio hospital* +; four year 

ram; rapidly enlarging community. Box 56527 
AMA. 
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premenstrual 


is a state 
of stress 


PHENERGAN® HCI 
Promethazine HC! 


is the voice of stress 


e Case Report: 


Representatt 


ry, married, 


nt premenstr 


Recurre 


® 
A Wyeth normotropic drug for nearly Philadelphia 1, Pa. 


every potient under stress 


Meprobamate 


Relieves tension— mental and muscular 


— 
tension, marked by nerv- 
ousness, srritability> fatigue, headache, muscular 
aches; and cramps: Daily meprobamate therapy 
ae was begun in the succeeding menstrual period at a 
tension the onset of symptoms, and was continued until 
the third day. The medication js now taken regue 
Jarly on this schedule, and the patient reports 
marked relief, both somatic and psychic: 
¥ 
EQUANIL ; 
— Meprobamate 
SPARINE® i 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive”*!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:375, 1957. (3) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway,’W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC 56% 


ANTIBIOTIC D 53% 


80 100 


*Adapted from Ditmore and Lind.* Organisms tested were isolated from stools of 48 patients. 
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PARTNERS WANTED 


GENERALIST PARTNER; GOOD INCOME WITH 
free time three nights weekly and every other weekend; 
small town western Maryland; close to good hospitals 
and large cities; guaranteed salary for trial period; no 
foreign graduates. Box 5591 F, % AMA. 


LOCUM TENENS WANTED 


WANTED—RADIOLOGIST FOR LOCUM TENENS IN 
Ohio, Lake Erie area; pleasant summer surroundings 
months of June, July and August, 1958; or any part of 
this period. Box 5626 G, AMA 


RADILOL ER’ TIFLED OR BOARD QUALIFIED; 
June, July, August; Rock Mountain area; golfing and 
fishing ; office and hospital practice; substantial fee; 
car provided. Write particulars first letter fox 5615 G, 
% AMA 

WANTED -PHYSICIAN FOR LOCUM TENENS IN AN 
industrial office. 200 Republic Building, Cleveland, 
Ohio G 


LOCUM TENENS WORK WANTED 


OPHTHALMOLOGIST--AGE 31; UNIVERSITY TRAIN- 
ed; Board Eligible; wishes locum tenens position. or 
positions in Indiana or Dlinois until July Ist. Box 
5584 H, % AMA 


SITUATIONS WANTED 


REACHED RETIREMENT AGE 65; PHYSICALLY 
sound; mentally alert; hospital desires greater service 
expectancy for future plans; liberal separation allow- 
ance granted but must continue working. Medical Di- 
rector, Pine Breeze Sanatorium, Chattanooga, oy 
see. 


ANESTHESIOLOGIST: 10 YEARS, ANES, ONE OF 
country’s most highly regarded groups; seeks oppor 
having prtnrshp potential with initial income approxi- 
mately $20,000, larger group Florida; Diplomate; early 
40's. Woodward Medical Bureau, 185 North Wabash, 
Chicago 1 I 


INTERNIST CERTIFIED; 35; FAMILY; EXPERI- 
enced director of medical edue ation ; teaching; admin- 
istration; practice; military service completed; special 
training arthritis, psychiatry; res ah: desires challeng- 
ing opportunity; expensive. Box 5138 1, % AMA. 


iF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for gs 
dations. Woodward Medical Personnel Bureau, 185 N 
Wabash, Chicago. 


SURGEON; MASTER'S DEGREE IN SURGERY; DIP- 
lomate, General and Thoracic Surgery; 4 years, chief, 


departments, general and thoracic surgery, important 
clinic; able teacher. Burneice Larson, Medical Bureau, 
900 North Michigan, Chicago. I 


PRECEPTORSHIP WANTED IN OBSTETRICS AND 
gynecology for about two years to complete Board re 
quirements; location: [llinois; further personal infor- 
mation on request; interview possible if desired. Box 
5619 1, % AMA 


PHYSICIAN — DRAFT EXEMPT; CLASS A GRADU- 
ate; desires position; industrial medicine; student 
health or insurance; student health, industrial experi- 
ence; licensed, Colorado, Arizona, California; west, 
southwest or overseas. Box 5624 I, AMA 


SURGEON 3. BOARD QUALIFIED; PREVIOUS 
medical residency; experience chest; orthopedic, urol- | 
ogy; gynecology; vascular and cancer surgery; married, 
3 children; likes to work and eat; consider anything 
Box 5634 I, % AMA. | 


INTERNIST —AGE 32; CERTIFIED; MARRIED; VET- 
eran; subspecialty training in gastroenterology including 
gastroscopy; hard worker; interested in teaching; de 
sires association with ad internist or group; de- 
tails requested. Box 5637 AMA. 


CHAIR + Upholstered, $150 
Stainless steel, eight drawers, with 

cautery 
p nr waste container, air regulator, gauge, 
tubing and cutoff...... $115 to $195 
LIGHT « Tel $16.50 
CUSPIDCR With suction $95 


CATALOGUE SENT UPON REQUEST 


SURGICAL MECHANICAL RESEARCH, INC. 
1905 Beverly Bivd., Los Angeles 57, Calif. 
ESTABLISHED 30 YEARS 


“Not every surgical 
procedure can be en- 
tirely free of pain, 
Mrs. Patient, and t 5 
some medicines just 

can’t be made to taste “ 

like candy. - 
“And so it is with sur- 
gical hosiery, which 
just cannot look like 
sheer nylon. Now the 
Truform people have 
made a truly surgical hose, which your 
case requires. It’s comfortable and in- 
conspicuous, it’s just as glamorous as 
a surgical hose can be. But most im- 
portant, it’s designed to do what has 
to be done for you, Mrs. Patient. 


3 STYLES 
825 Below-Knee Hose 
855 Above-Knee Hose 
875 Thigh Hose 


“You see, this Truform surgical 
weight hose has both a marked 
F degree of lengthwise stretch, com- 
x © bined with all the therapeutic 
f © values of the firm circular com- 
f pression ordinarily found only in 

a one-way stretch hose. 

“You'll be very comfortable in 
ui Truform hose, too. It has a change 

* in the texture of the stocking at 
the instep which just about makes 
it impossible for any irritation to 
start up. And the velvety nap of 
the entire inner surface adds a lot 
to your comfort, too. 

“T don’t know any better way to 
= || manage your case, Mrs. Patient, 
@ than to insist on Truform hosiery, 
* surgical weight, with two-way 
stretch.” 


WRITE FOR “Truform Red Book,” ¢ 
fully illustrated reference catalog of 
Anatomically Correct Surgical Sup- 
ports and Elastic Hosiery . . . sold 
only thru your Ethical Appliance 
Dealer. 


anatomical 
supports 
3960 ROSSLYN DRIVE, 
CINCINNATI 9, OHIO 


J.A.M.A., March 15, 1958 


ORSTETRICIAN-GYNECOLOGIST BOARD QUALI 
fled; 34; family; excellent training: private practic: 
and faculty experience; desires association; partner 
ship or group practice in both obstetrics and gynecology ; 
midwest preferred. Box 5647 1, % AMA. 


ANIMAL TOXICITY STUDIES — EXPERIENCED, 
capable pathologist has time available to perform histo- 
logic tissue examinations for pharmaceutical or chemi- 
cal firms engaged in animal toxicity studies. Box 
5653 1, AMA. 


INTERNIST BOARD CERTIFIED; 40; FAMILY; 
special training cardiology, allerg clinical pathology 
(Ph. D.), several vears private tice; interested prac 
tice, teaching research; desires association with group 
or individual. Box 5654 1, % AMA 


| GENERALIST 30; MARRIED; CLASS A MEDICAL 


school; DNB; rotating internship, one year surgery, 2 
military service 
ation. Box 5 


years general practice experience; 
pleted; seeking solo practice or as 
AMA 


AVAILABLE — EXPERIENCED GENERAL PRACTI- 
tioner; 37; with family interested in overseas or foreign 
position preferably with opportunity for tropical medi- 
cine. Box 5593 1, % AMA 


OBSTETRICIAN-GYNECOLOGIST 382; BOARD ELI 


gible; university trained; practice experience; desire 
opening; excellent training; references; consider any 
location; various licensure. Box 5597 I, % AMA 


ANESTHESIOLOGIST — BOARD ELIGIBLE; 31: |! 
year on teaching faculty of University Medical Center; 
desires to enter private practice on fee for service 
basis. Box 5657 |, % AMA. 


PHYSICIAN —-PHYSICIST; AGE 37; INTERESTED IN 
opportunities available for combining both fields; in 
practice 5 years; previous industrial experience in elec 
tronics development. Reply: Box 5656 1, % AMA 


GENERAL SURGEON ; COMPLETING UNIVER 
sity surgical residency June, 1958; married; veteran; 
excellent record; desires association with group. Box 
5638 1, % 


GENERAL PRACTITIONER FLORIDA LICENSE; 
veteran; desires solo practice or association. Box 5650 1, 


AMA 


DESIRE GROUP OR PRIVATE PRACTICE; DIPLO- 
mate American Board of Surgery; completing training 
in thoracic surgery; including cardiac surgery; trained 
in bronchoscopy, and esophagoscopy; married; further 
information available upon request. Box 5359 !, ‘%o 


BOARD CERTIFIED GENERAL SURGEON BOARD 
qualified thoracic surgeon; 6% years residency; 32: 
married; military service completed; licensed in Cal 
fornia, Minnesota and Ohio; available July, 1958. Box 
5284 I, % AMA 


ANESTHESIOLOGIST — BOARD CERTIFIED; {2 
years experience; last 5 years Chief of approved depart- 
ment in large general hospital; prefer organize or head 
department; teaching experience; best recommenda- 
tions. Box 5599 I, %o AMA. 


PEDIATRICIAN — 49; CERTIFIED; DOCTORATE 
medical bacteriology; university and private practice 
experience; desires association with group or research 
in pediatrics; West Coast; California license; army 
separation soon. Box 5566 1, % AMA 


(Continued on page 120) 


MASCARA 


There are no 
coaltar dyes 
or any other 
harmful ingre- 
dients in May- 
belline. Made and packaged under the most 
modern sanitary conditions, Maybelline 
Mascara answers the question of a time- 
tested eyelash beautifier—used with com- 
plete satisfaction by millions of women for 
the past 40 years. 


WORLD'S LARGEST-SEELING MASCARA 
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the path to 


effective ulcer thi rapy 


with few side effects 


Effects of anticholinergic drugs on peptic ulcer’ 


Atropine’ Anticholinergic A AnticholinergicB PAaTHILON 


Daily Dose 1.6 mg. 400 mg. 120 mg. 200 mg 
No. patients and 37 27 16 21 
length of follow-up 11 mo. 13 mo. 9 mo. 11 mo 


Results: 
Good to excellent 51% 
Fair to poor 


Recurrences: 


None 16% 22% 13% 19% 
Few 46% 48% 50% 


Same 


Complications: 


Hemorrhage 57% 7% 19% 9.5% 
Perforation 0% 4% 0% 0% 
Obstruction 0% 4% 0% 0% 
Surgery needed 3% 4% 6% 0% 
Side effects: 
Oral 38% 78% 25% 14% 
Visual 11% 48% 6% 0% 
Sphincter 11% 15% 0% O% 


Available in three forms: tablets of 25 mg., plain (Pink) or with 
phenobarbital, 15 mg. (Blue), and parenteral, 10 mg./cc.—1 cc. ampuls. 


Dosage: 1 or 2 tablets before each meal and at bedtime. 
Parenterally, 10 to 20 mg. every 6 hours. 


Also available: PATHIBAMATE** Meprobamate with PATHILON LepFRLr, 
for gastrointestinal disorders and their “emotional overlay.” 


1. After Cayer, D.: Prolonged anticholinergic therapy of duodenal ulcer, Am. J. Digest. Dis. 2:301 (July) 1956. 
*Reg. U.S. Pat. Off. °**Trademark 


in anticholinergic therapy... 
weigh the benefits 
Tridihexethyl Iodide LEDERLE 
ridihexethy! Iodide 


E> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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74% 56% 76% 
26% 44% 24% 
—— 38% 38% 38% 24% | 


J.A.M.A., March 15, 1958 


Sub 


An American Army officer, newly stationed in 
Japan, decided to test the honesty of his new house- 
boy. Every morning, on leaving the house, he placed 
a few coins on the dresser. Each evening, to his 
gratification, they were still there. 

It soon became routine for him to call the boy in, 
give him the money and say, “Here, Sammy, you 
may keep this as a reward for your honesty.” 

One morning the officer dashed out and left his 
wallet containing his entire bankroll on the dresser. 
When he returned it was gone. 

“Sammy!” he snapped, “did you see my wallet 

“Yes, sir, I see.” 

“Well, where is it?” 

“Oh, I keep it, sir,” answered the boy, “as reward 
for my honesty.” 


5” 


e 
Overheard on a bus: 
“You must have been up pretty late last night, 
Mrs. Felding. I saw your light on at 3 a.m.” 
“Oh, I was just removing some spots from Irving’s 
pants.” 
“At that hour? Were they very big?” 
“Not very—just two 10-spots and a 5.” 
a 
A city newspaper, having just been notified of a 
murder in an outlying town, sent a reporter there 
posthaste. As he dashed up to the house where the 
crime had been committed, he was stopped by a 
police guard. 
“But I’ve got to get in,” protested the reporter. 
“I’ve been assigned to do the murder.” 
“Well, you're too late, son,” announced the guard. 
“Somebody’s already done it.” 
e 
Shortly after the funeral, everybody came back to 
the house to pay respects to the widow and family. 
One friend stopped to commiserate with little 
Gladys. 
“And what were your father’s last words?” she 
asked by way of making conversation. 
“I don’t think he had any,” answered the child. 
“Mama was with him till the very end.” 
The little boy awoke the morning after his birth- 
day and happily reached under his pillow for his 
brand-new wrist watch. 
“Gee,” he muttered, “it’s almost eight o'clock. If 
Mama doesn’t call me soon I'll be late for school!” 


by E. K. H. 


“Now, you naughty boy, you go right upstairs to 
bed,” scolded the miscreant’s mother. “And be sure 
to say your prayers and ask God to make you a good 
boy.” 

The chastened youngster did as he was told. 

“Dear God, try to make me a good boy,” he mum- 
bled, “But if you can’t, don't worry ‘cause I'm 
having lots of fun the way I am.” 

It was New Year's morning and the bleary-eyed 
husband, tired but determined, crept downstairs to 
the kitchen. In a short while he returned, carrying 
a breakfast tray which he carefully set down on 
the bed before his wife. 

She was delighted. 

“Darling, what a wonderful surprise,” she cried. 
“The tray is beautiful and the food looks delicious.” 

“Then you noticed just what I’ve done?” he asked. 

“Of course, dear, every detail. Why?” 

“Because,” said the husband briskly, “this is ex- 
actly how I want my breakfast served every morn- 
ing from now on.” 


‘I’m so thrilled. There is no name for what is wrong with me.” 
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FURADANTIN® INTRAVENOUS SOLUTION 


BRAND OF MITROFURANTOIN 


often rapidly effective: 


in systemic infections such as septicemia (bacteremia), peri- 
tonitis, and other bacterial infections as of postoperative 
wounds and abscesses, when the organism is susceptible to 
FURADANTIN ; in severe genitourinary tract infections when 
the patient is unable to take FURADANTIN by mouth. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving—even in infections which failed to respond to 
other antibacterials. It has been administered to adults and 
children alike without serious toxic effects. 


FURADANTIN I.V. solution is dissolved aseptically in a sterile 
diluent at room temperature, just prior to use by intravenous 
drip only. Full dosage instructions and discussion of indi- 
cations and side effects are enclosed in each package. 
FURADANTIN I.V. is now available to all hospital pharmacies. 


NITROFURANS-—a new class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments. jein groups, ete.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write tor recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


INTERNIST — CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; | 
desires association with hospital, clinic; military service 
completed. Box 4858 1, % AMA. 

WELL TRAINED THORACIC SURGEON AVAILABLE | 

January list; three years’ training; general surgery; 

two years’ training, thoracie surgery, teaching hospitals. 

Medical Bureau, Burneice Larson, Director, 900 Herth | 


Michigan Avenue, Chicago. 
ai; INTERNIST—30; BOARD ELIGIBLE; CHIEF MEDI- 
cal resident; eastern university hospital; interested in 


July 
AMA. | 


in California, 
5611 I, 9 


G 


clinic; 
Box 


associating with group or 
Ist; military obligation fulfilled. 


GENERAL PRACTITIONER WITH TRAINING IN IN- 


ternal medicine desires position in clinic or group in | 
either Phoenix or Tucson, Arizona. Please! reply to: | 
Box 5582 1, % AMA 
WANTED—4TH YEAR SURGICAL RESIDENCY POSI- 
tion; from July 1958; in approved program; excellent 
references; 3 years approved surgical residency; mar- | 
ried; group priority IV. Box 5535 1, % AMA | 


RADIOLOGIST — CERTIFIED; ASSOCIATE WITH | 
group; private practice; 500 bed hospital; two outlying | 
hospitals; training in isotopes desired; state qualifica- 
tions first letter. Box 5512 1, Ye AMA. 


GENERAL SURGEON--AGE 34; MARRIED; FAMILY; 
veteran; just completed surgery residency; four years 
general practice before this; nearly Board Eligible; 
prefer smaller town. Box 5500 I, % AMA. 


GENERAL SURGEON—37; CERTIFIED; FACS; JOHNS 
Hopkins; 7 year university residency; five years prac- 
tice; any location, solo, association or group. Box 
5549 I, AMA. 

MASSA- 

weekends, 


GRADUATE; 
work, nights, 
AMA. 


AMERICAN 
For part time 
Box 5541 1, 9 


ANESTHETIST 
chusetts license ; 
in or near Boston 


SINGLE; DE- 


36; 


CERTIFIED; 


SURGEON—BOARD 
sires location or association with group or individual. 


Box 5554 1, % AMA | 
CERTIFIED; COMPETENT; 
practice or association; warm 
Box 5562 I, % AMA. 


« 


UROLOGIST — AGE 44; 
mature; desires private 
climate, substantial income. 


TRAINED; BOARD 
45; consider any 
% AMA. 


UNIVERSITY 
pending; age 
tox 5519 I, 


RADIOLOGIST - 
Eligible; certification 
location or proposition 

AGE 
Box 


AND ISOTOVES 
soon. 


RADIOLOGI CERTIFIED R 
: married; desires to relocate; available 
AMA. 


70 


5585 1, 


PROFESSIONAL AND TECHNICAL AIDES 


EMPLOYER PAYS FEE — THESE POSITIONS! 
WANTED—MEDICAL TECHNOLOGISTS: (a) CHIEF: | 
female, reg’d tech; also supy apprv’d sch of med tech; 
vol gen hsp 350 bds; substantial sal; city 75,000; 
MW. (b) Instructor; 
then teach’g duties; 
attrac N. Engl. city. (c) Reg’d; staff; active lab, 
150 bd apprv’d gen hsp; Chgo suburb. (d) 
male for grp 6 internists; lovely Fla resort loca. (e) 
Reg’d; apprv'd tech sch; 400 bd gen hsp; min $3900; 
SW univ city. (f) 1-2 staff; reg’d, elig; lab nor- 
mally staff’d by 5 techs; 200 bd gen hsp; $4200, part 
mtce; city 30,000; Carolinas. (g) CHIEF: reg'd, 3 
yrs exp min; hsp now 250 bds, to expand & build 
new lab soon; resid suburb univ med ctr, MidE. 
(h) By Board path in chge active lab, 275 bd vol 
gen hsp; to $4500; MW coll city. (i) Female tech 
qual assume chge 2-3 empl, by orp 6 internists; SW 
resort, coll city 50,000. (j) More than |; 
250 bds, apprv'd JCAH; to $5000; city 75,000; MW. 
Woodward Medical Bureau, Ann Woodward, Director, 
185 N. Wabash, Chicago. L 


aid path in reorg curriculum, 


WANTED — LABORATORY TECHNICIANS; REGIS- 
tered or eligible for ASCIT’ registry; for 
hospital; salary dependent on experience 


Write: Pathologist, St. Joseph Hospital, Lorain, 


and training. 
Ohio. L 


EXPERIENCED OR 
open. Contact: Dr. 
355 Ridge Avenue, 


HISTOLOGY TECHNICIANS 
will train; 40 hour week; salary 
J. W. Henry St. Francis Hospital, 
Evanston, Illinois. 


PRACTICES WANTED 


PRACTICE IN EITHER 
Colorado or 
A. 


A 
Oregon, 
% AM 


BUY 
states, 
5496 N, 


WOULD LIKE TO 
one of following 
Washington. Box 


fully apprv’d 400 bd gen hsp; | 
Pref fe- | 


vol gen hsp | 


PRACTICES FOR SALE 


ARKANSAS—WONDERFUL MEDICAL AND SURGI- 
cal practice for one or two men in Arkansas; com- 


or lease; reluctantly leaving to specialize. | 
particulars: Box 5518 P, % AMA. | 
CALIFORNIA—ACTIVE; GENERAL PRACTICE; 25 | 
miles east of San Francisco; grossing $36,000; attrac- | 


bined clinic and hospital in small community for sale 
Write for 


tive, new completely equipped office; fast growing area; 


open hospitals; terms to suit. Box 5596 P, % AMA 
ILLINOIS GENERAL PRACTICE; EASTERN ILLI- 
nois; city 50,000; hospitals open; will introduce; pa 
tient load and office facilities would readily sustain 2 
physicians; a single practitioner would gross $30,000 
first year; reason for leaving marital; in market for 
purchase of out of state practice. Box 5618 P, % AMA. 
ILLINOIS — VILLAGE 1,000 POPULATION; UNOP.- 


250 bed general | 


| 


State of_| 


posed rural practice; low overhead; 1957 grossed 
$26,250; with obstetrics estimate gross $40,000; fifteen 
room modern office; rent $25: records and equipment 
$5,000; house optional $17,000. Box 5636 P, % AMA. 


PRACTICE FOR SALE; 


MARYLAND 


established 10 years; well equipped office, complete 
files; low rent; gross over 25,000 last three years; hos 
pital facilities for surgery, obstetrics: good location 
semi-rural area; practitioner over 35 best suited. Re 
ply: Box 5555 P. % AMA 

MICHIGAN GENERAL PRACTITIONER TO TAKE 
over thriving practice city of 175,000 northeast section 
State; reasonably priced new equipment ineluding x 
ray; receptionist will remain; will stay to introduce; 
cash or terms. Box 56353 1°, % AMA 


NEW JERSEY—PROSPEROUS GENERAL PRACTICE 


with equipped o' * can be purchased with no money 
down; after thre year lease the practice is yours 
located in country town of less than 2,000 in beautiful 
Somerset Hills Area; scenic twenty minute drive to 
hospital. Reply: Box 5502 P. % AMA. 

NEW YORK UPSTATE; ADIRONDACKS; 11,000 
population; 13 years established general practice for 
sale; 17 room office and residence combined; will in- 
troduce; leaving to specialize. Write: Box 5573 P 
% AMA 

NEW YORK, BRONX HEAVILY POPULATED 
Spanish speaking area; modern, completeiy equipped 
includes x-ray 200 Milligrams; air conditioned; street 
level; ten rooms; low rental. Box 5601 P, % AMA 


NEW YORK LONG ISLAND HOME OFFICE COM 
bination; grossing $40,000 per year; will sell for re- 
Placement value of equipment and property; reason 
able terms; leaving state. Box 5614 P, S% AMA 

NORTH CAROLINA THRIVING GENERAL PRAC 
tice; city; Piedmont area; new, 250 bed hospital few 
blocks from established, fully equipped office; aide will 
Stay; specializing; available after June 10. Box 5606 P, 
Go AMA 

OHIO—FOR SALE; ACTIVE GENERAL PRACTICE LN 
Canton; with surgical privileges; owner leaving city: 
terms may be arranged. Box 5643 P, % AMA 

OHIO. AKRON; LUCRATIVE GENERAL PRACTICE 
grossing $25,000 a year; exevllent location; ithin 5 
minutes of all hospitals: spacious, newly equipped of 
fice; 54% rooms; beautiful 4 room apartment, recently 
furnished; leaving to specialize; will introduce. Box 


P, % AMA 


G 


OF- 


OHIO—FOR SALE; COMPLETELY EQUIPPED 
fice; surgical records for past thirty years; equipment 
only for sale; large industrial city in northwest Ohio. 
Box 5533 P, % AMA 


PENNSYLVANIA-—-30 MILES FROM PHILADELPHIA; 


90 from New York in small town surrounded by many 
others; home and office built by physician; beautiful 
lawn and lot; accredited hospital one mile. Box 5640 P, 
% AMA 

PENNSYLVANIA—THRIVING NORTHEAST PHILA- 
delphia; new six room dwelling plus modern basement 
office comprising six rooms; furnished or unfurnished; 
leaving state for specialty; near hospitals; best offer. 
Box 5648 P, % AMA 

PENNSYLVANIA UNOPPOSED GENERAL PRAC- 


tice in rural community; 45 miles from Scranton; good 
hospital facilities; only the property is involved; will 
introduce. Box 56 P,% AMA 
PENNSYLVANIA —COMVLETELY FURNISHED AIR- 
conditioned office; selling to liquidate estate of de- 
ceased doctor; Addr nquiries to: Ida Friedman, 
Executrix, 1155 Levick Street, Philadelphia, Pa Pr 


PENNSYLVANIA — LUCRATIVE GENERAL PRAC- 
tice; new and modern home and facilities ample for 
two; present owner specializing; financial arrangements 
to suit purchaser. Box 5509 P, So AMA. 


WANTED TO 
seat town in 
receptionist 


5215 P, 


PRACTITIONER 
practice in county 
priced equipment; 
occupant plans. Box 


GENERAL 
over thriving 
West Texas; reasonably 
will remain; residency 
Y AMA. 


GENERAL PRACTITIONER — EXCELLENT OPPOR- 
tunity city 12,000; progressive Piedmont area; 60 bed 
open staff hospital; air conditioned office; 
equipment reasonable; 
P, % AMA. 


TEXAS 
take 


excellent 
leaving for residency. Box 5568 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 


RECORDING <a E, TOP GRADE, SPLICED, 7 
reels, box —$1L.80; 1200 $1.30, postpaid; in 
clude check ‘wits order, Audio Laboratories, Englewood, 
New Jersey Q 

| RETIRING FOR SALE, EYE, EAR, NOSE AND 

$1,100. Box 5645 Q, 


J.A.M.A., March 
APPARATUS, ETC., FOR SALE 


15, 1958 


medical and electrocardiograph equipment: available at 
all district offices; United States and Canada: deal 
directly with factory organization; all sales and service 
personne! factory-trained; prices include installation 
and operating instructions. Write to: B- eneral 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 


equipment with furniture: 
AMA 


HISTACOUNT. 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGEST STOCK OF USED-REC Goenerseets D AND 
surplus X-ray epuipmeent all and 
agn n 
anteed and ‘ ils of 
‘ d payment plan and new ac SSory price 
ramer X-Ray Company, Inc., formerly Med 
e Co., Ine., 217 E. 23rd Stree New York 
Yo Q 
FOR SALE -PROFEX 2409; USED X-RAY MACHINI 
25 MA; 120 KV } gallon developing tank; hangers, 
etc; approximately 250 s m origina be; ¢ 
cellent con lition 7, Waynesvill Nort! 
Carolina, or phone Gl 6 Q , 
LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 


ments: 


available for physician, hospital, or taboratories. 
Harry Wells, 400 E. 59th St., 


New York 22. New York. Q 


MISCELLANEOUS FOR SALE 


ESTABLISHED FIRM 
les “ k Cit ft 


IN 


> GRADE 
t; within 50 m 


FOR RENT 
| CALIFORNIA ARCADIA AREA; ONE SUITE LEFT 
| in modern medical building; other suites occupied by 
pediatrician, ERENT and professional pl 
street from busy clin and hospita ‘ 
irrange terms to suit Kn 11-96 78 E. Las Tunas, Te ‘ 
City T 
TURALLY DESIG NED MEDICAL SUITES 
a patios nany extra tu parking; 
Anaheim California; population oon MI> 4 
Owner, L. A. Mannes, 9602 Orange Avenue, Anaheim 
I 
GENERAL PRA TICE Wilt ORSTE TRICS LOVELY 
ew England ce n ‘ n ft 
hospital mil ell nt he $28,000 gross 
rent or sale; tak os residency. Box 5610 T. ‘ AMA 


ground floor; opposite pos fie Mayw n 
other MD's loc ated. in building; Phon "date ifternoon 
evening and weekends: Filmore 5-3630 r 
LABORATORY FOR SALE 
| PAMPONO BE ACH OPPORTI NITY TO PURCHASI 
fully Pd gressive clinical sboratorys 


Inc 


PROFESSIONAL PRINTING 
W HYDE PARK 


BOOKKEEPING SYSTEMS + FILES 


Inc. 


PROFESSIONAL PRINTING CO., 
NEW HYDE PARK, N. Y. 


= 
| 
| 
FOR werd = 
| for his sons; w “fur- 
byt eee , nish complete details to qualified buyer; write fully; me 
| 
Box 5344 V, % AMA 
} 
PUBLISHERS AND PRINTERS 
FIST 
tot 
| | | 
| 33 
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For immediate, effective 
antibiotic concentrations, 
the parenteral forms 

of ACHROMYCIN are 
unsurpassed. Prompt 
control, with minimal side 
effects, over a wide 

variety of infections are the 
attributes which have made 
ACHROMYCIN one of the most 
respected names in 

current medical practice. 


therapeutic blood /eve/s achieved 


Compatible with common 
IV fluids. Stable for 24 
hours in solution at room 
temperature. Average IV 
dose is 500 mg. given at 
12-hour intervals. Vials of 
100 mg., 250 mg., 500 mg. 


Useful when immediate 
levels are mandatory 

or when patients are unable 
to accept oral medication. 
Convenient, easy-to-use, 
ideally suited for 
administration in office or 
patient’s home. Supplied 
in single dose vials of 
100 mg. (no refrigeration 
required). 


in minutes... sustained for hours * 


ROCHLORIDE TETRACYCLINE HC! LEDERLE 


ce=> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


Reg. U. S. Pat. Off. 
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Seven little, eight little or 
Nine out of ten little Indian boys. 


may give a ringworm scalping to 


Four little, five little, six little Indians 


or even 


Nine out of ten little Indians, actually 
92% as reported by Kuhn,* will grow new 


scalps and be rid of tinea capitis within 
12 weeks of easy, effective Salundek Oint- 


Salundek® Ointment (brand of zinchlorundesal) 


PSA-72 
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ment therapy. Squaws like it too, for 
Salundek is nongreasy and nonirritating 
and requires only two applications daily. 


Write for patient instruction pads. 


WALLACE & TIERNAN ING. 
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when you encounter 


respiratory infections 

gastrointestinal 
infections 

genitourinary 
infections 


e miscellaneous 
infections 


for all 
tetracycline-amenable infections, 

prescribe 
pharmacodynamically superior 


Squibb Tetracycline Phosphate Complex 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


<. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 
Tetracycline phosphate 
complex equiv. to 

Supply: tetracycline HCl (mg.) Packaging: 

Sumycin Capsules (per Capsule) 25 Bottles of 16 and 100 
‘ A Sumycin Suspension (per 5 cc.) 2 2 oz. bottles 

Squibb Quality— 


: Sumycin Pediatric Drops 10 cc. dropper bottles 
the Priceless Ingredient (per cc.—20 drops) 
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(CHLOROTHIAZIDE) 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


@ Orally effective-nonmercurial-diuretic activity equivalent 


to that of the parenteral mercurials. 
@ Excellent for initiating diuresis and maintaining the 


edema-free state for prolonged periods. 
@ Promotes balanced excretion of sodium and chloride— 


without acidosis. 


Any indication for diuresis 1s an 
indication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide) ; bottles of 100 and 1,000. 


‘DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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as sumple 


INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 
The dosage of other antihypertensive medication (reserpine, 
hydralazine, etc.) is adjusted as indicated by patient re- 
sponse. If the patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be continued, but 
the total daily dose should be immediately reduced by as 
much as 25 to 50 per cent. This will reduce the serious 
side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 
The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 

e improves and simplifies the management of hypertension 

e markedly enhances the effects of antihypertensive agents 

e reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


e« smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble -jree manageme ni of 


hy pe rtension with 
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SPECIAL 


The Budget of the United States, an annual vol- 
ume that now runs to over 1,000 pages and sells for 
$5.50 a copy, is a unique document in American 
government. The government has grown so large 
and our economy so complex that only a finely 
printed book the size of a big city telephone direc- 
tory can begin to spell out the needs and require- 
ments. 

The budget is more than cold statistics of planned 
spending for the coming fiscal year and of esti- 
mated spending for the current year. In modern- 
day terms, to an extent, the budget also is a philos- 
ophy of the party in power. It outlines policy 
programs far beyond the next fiscal vear. It charts 
courses and trends for many years to come. 

All these are part of the budget message—printed 
with the budget—which this year ran to 56 pages. 
The budget message is the voice of the President, 
telling Congress and the country what may be ex- 
pected this year and next and in the future. There 
then follow in minute detail the dollars and cents 
items for every conceivable program of govern- 
ment, 

In this year’s message, for instance, the President 
went into considerable detail on the long-range 
aspects of federal-grant programs and the accom- 
panying problem of overcentralization. For exam- 
ple: “We must exercise the utmost restraint in 
assigning new programs and responsibilities to the 
federal government, and we should continuously 
search out those programs and activities now car- 
ried on at national level that can and should be 
handled by the states or localities.” 

He told of plans for small reductions in the new 
budget for schools in federally affected areas, tor 
hospital construction, for public assistance, for vo- 
cational education, and for waste-treatment plant 
construction. There would be, he hoped, larger re- 
ductions in future vears. 

Because of the growing tendency of states to rely 
on the federal government, as well as the need for 
orderly adjustment by state legislatures, the Presi- 
dent had to serve notice well in advance of any 
action by Congress. 

This emphasis on advance planning is in sharp 
contrast to the procedures of government budget- 
ing prior to 1921. Until that year the Secretary of 
Treasury simply printed and sent to Congress each 
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STATES 


vear the requests of each of the departments or 
agencies. There was no attention paid to how the 
requests of one agency related to those of another 
or the total amount all agencies had requested. The 
document was simply called the Treasury's “Book 
of Estimates.” 

Prior to World War | the annual cost of all 
activities of the federal government together 
amounted to less than a single week's expenditures 
today on our major national security programs. In 
1916, the total United States budget was 762 million 
dollars; for the coming fiscal vear the total is 73.9 
billion dollars, or nearly 100 times as much. 

As far back as 1912, President Taft's Commission 
on Economy and Efficiency (even then people were 
thinking of such things ) made a plea for budgetary 
reforms. It was noted at that time that some of the 
states and local governments had made headway 
in responsible budgeting. But it took time for in- 
grained federal customs to be changed, and the 
same system dragged on. 

Congress got around to the subject by 1915, 
when a House Select Committee looked into a pro- 
posal for a comprehensive plan for a_ national 
budget by Representative McCormick of Illinois. A 
current manual of the Bureau of the Budget ex- 
presses the sentiment at that time: 

“As the country emerged from World War I with 
annual expenditures and a national debt beyond 
all precedent, the conviction had grown strong that 
a clean break with a weak fiscal procedure was in 
order. It was felt widely that budgeting without 
such machinery would never be more than an 
exercise in adding up figures of unexplored mean- 
ing.” 

In the hearings of 1918, before the select com- 
mittee on the bill that finally became law (the 
Budget and Accounting Act), witnesses piled up 
strong support for reform. Here are the words of 
William F. Willoughby, director of the Brookings 
Institute: 

“The Budget Bureau should know all about the 
government, its organization, activities and meth- 
ods. . . . This means that it should be a central 
bureau that will keep fully informed as to how 
the government is organized, what are its activi- 
ties, what are the methods that are employed in 
performing those activities, what are the laws and 
(Continued on page 128) 
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WHEN 
BLOOD 
PRESSURE 
MUST 
COME 
DOWN 


AS IN THIS CASE’: 
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In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoiine. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 
with fixed hypertension of over three years’ duration.’’ 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLeTs #2 (standard-strength, scored), each containing 0.2 mg. Serpasil a me 
TABLET #1 (t f rength red). ea ta g 1 meg. Serna and 25 mg. Apre hydr 


2F ® (reserpine 3A 
(hy hydr BA) 
(reserpine and hydralazine hyd ride CIBA) : 


C IBA 


~ 
127 
hyperter tor y 
hloride ; 


128 


regulations governing the various services in the 
performance of their duties and information of 
that kind... .” 

The bill eventually reached the House floor. 
During the debate, Representative Garner of Texas, 
who later was to become vice-president, visualized 
the eventual influence that the director of the 
Budget Bureau would wield. Commented the Tex- 
an: “. . . if he (the President) will appoint a man 
with courage, a man who will do his duty, he will 
be the second largest man in the executive depart- 
ment of government.” 

In the subsequent Senate debate, Senator King 
of Utah had some reservations about the act and 
spoke some prophetic words: “We cannot restrain 
extravagant appropriations until the American peo- 
ple and their representatives here earnestly desire 
economy and efficiency in the administration of the 
affairs of the government. . Budget directors 
since the beginning have, with varving degrees of 
success, attempted to restrain “extravagant appro- 
priations” and in the process have been anything 
but the most popular Wash!agton bureaucrats. 
President Wilson signed the act into law in 1921, 
and the Bureau of the Budget was set up as a staff 
agency of the President, but within the Treasury 
Department. 

The basic philosophy of the act, which is still in 
effect, includes these points: 1. The President him- 
self is responsible for proposing the budget to 
Congress, thus doing away with the concept of 
departmental self-determination, but with Congress 
retaining the right to dispose of the budget pro- 
posals as it wishes. 2. The budget is the financial 
expression of the government's policies and_pro- 
grams for the ensuing fiscal year, including recom- 
mendations for new legislation and activities of 
government corporations. 3. The budgetary process 
is designed to reduce duplication, waste, and 
inefficiency, both within and between agencies, 
through a coordinated over-all review on behalf of 
the President. 4. The budgetary process is intended 
also to promote better administrative management 
as well as fiscal planning and control. 

As early as 1924 the Joint Congressional Commit- 
tee on the Reorganization of the Administrative 
Branch of the Government (an early “Hoover” 
Commission) proposed to give the bureau inde- 
pendent status. But it was not until the Reorganiza- 
tion Act of 1939 that the Budget Bureau was taken 
out of Treasury Department and placed in the 
Executive Office of the President, where it has 
remained since. This gives the Director of the 
Budget direct access to the White House. 

Today, the powerful Bureau of the Budget, with 
more than 400 employees, small in numbers in 
relation to most Washington bureaus, stands as the 
one agency of government concerned 12 months of 
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the year with keeping federal spending within 
bounds and balanced among all the many claimants 
for the taxpayer's dollar. 

The bureau’s up-to-the-minute approach to all 
government operations is in sharp contrast to the 
run-down, architectural monstrosity in which it is 
housed. Known as the Executive Office Building, 
the structure adjoining the White House once 
housed three departments—State, War, and Navy— 
back in the days when the government was small. 
It is a tourist attraction today because of its 
archaic appearance. 

At just about the time that House appropriations 
subcommittees are holding hearings and reporting 
on various agency money bills for the coming fiscal 
vear, the Budget Bureau around March and April 
starts calling on agencies for spending plans for 
the 12 months bevond the next fiscal vear. 

Budget requests then get the first of many go- 
ings-over by bureau examiners and their chiefs. By 
July, when Congress has voted the money for the 
new fiscal vear then under way and when total 
spending for the fiscal vear just closed has become 
clear, the budget planners, in consultation with the 
President's cabinet, arrive at over-all spending ceil- 
ings for the next fiscal vear. 

This, in turn, calls for individual agency ceilings. 
Then begin in earnest the sometimes long and in- 
volved negotiations between the Budget Bureau 
and those agencies that are not happy with what 
they have been offered. A strong department head 
who feels the bureau is slashing too deeply into a 
program sometimes will carry his case all the way 
to the President. If he wins his point there, the 
budget directive is reversed and program XYZ is 
saved—or least saved until it gets to Capitol Hill. 

By late fall, the budget document is beginning 
to take final form, although there may be gaps here 
and there as debate continues on disputed projects. 
It may be Christmas or even later before the budget 
and the budget message are finally complete. 
Sometimes a disputed item will not be settled until 
the 11th hour, 

Conference is often too gentile a word to describe 
what takes place behind the closed doors of Budg- 
et Bureau offices. There, perhaps to as great an 
extent as in Congress, decisions are made that can 
wreck a project or set it off full sail with all the 
money it can possibly spend. 

Here an official will fight to the bitter end to 
save a program, perhaps one that he has spent most 
of his government career in building up. Just as 
determinedly will the Budget Bureau's experts 
demand economies, or what they conceive to be 
more efficient operations. Charts and graphs and 
statistics roll in and out of the Budget Bureau 
offices as the arguments go on. 
(Continued on page 130) 
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TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 


WALLACE LABORATORIES, Now Brunswick, N. 


Miltown therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets.* 

Miltown (usual dosage: 400 mg. q.i.d.) 
relaxes both mind and muscle and alle- 
viates somatic symptoms of anxiety, 
tension, and fear. 

Miltown therapy does not affect the 
autonomic nervous system and can be 
used with safety throughout pregnancy.* 
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There are endless examples of success and fail- 
ure. One recent year, the Bureau recommended a 
cut of almost 75% in funds for a long-established 
program in the health field. Tables were pounded 
and charts and arguments introduced hour after 
hour for four full-scale “conferences.” In the end 
the Bureau agreed to a cut of something like 40% 
instead. 

But in any event, the law requires that the budg- 
et and message be submitted to Congress within 
15 days of the convening of any session. This means 
the job must be finished and the massive document 
made available to members of Congress, the press, 
and others interested, sometime in January. 

Like a three-stage rocket, the budget now goes 
into the final and often crucial phase—hearings 
and debate in House and Senate, then enactment 
into law. 

Time and lack of staff prevent subcommittees 
from going into minute detail on all budget items. 
If they did, funds would not be appropriated by 
adjournment time. A committee may delve deeply 
into a pet project of congressmen that is proposed 
to be slashed or has wide public appeal. Sometimes 
when this concentration on a single issue is pro- 
tracted, other items deserving of close scrutiny are 
passed over, simply because time is running out 
and July | is nearing. 

There are even times when an agency's appro- 
priation is not through the legislative process by 
the start of the new fiscal year. Congress must 
then enact a stopgap measure that allows the 
agency to continue the same rate of spending until 
the new bill is passed. 

But eventually the appropriations are all enacted, 
and the process begins all over again. 

The Budget Bureau is powerful in another im- 
portant area too—that of legislation. No draft bill is 
submitted to Congress by an agency until it has 
first gone through the Office of Legislative Refer- 
ence in the Bureau. Among other things, the Bu- 
reau wants to know what will be the eventual price 
tag for every legislative proposal. After all, fiscal 
control is one of its major functions. 

Similarly, every bill introduced in Congress fun- 
nels through the Bureau on its way to and from the 
interested agency. The oft repeated question in 
Washington: “What does Budget think of this one?” 
attests to the influence of this arm of the executive 
branch. 

The Bureau gives advice to congressional com- 
mittees on the relationship of specific pieces of leg- 
islation to the President’s program. And when legis- 
lation is passed by Congress, the Bureau supplies 


J.A.M.A., March 15, 1958 


the President with a recommendation as to ap- 
proval or veto, indicating the views of interested 
agencies. 

The Budget Bureau even reviews proposed exec- 
utive orders, proclamations, and other formal pa- 
pers and documents. There is little, in’ fact, that 
goes on in government that does not eventually 
come under the examination of the Bureau. 

An integral part of the Budget Bureau procedure 
is adherence to what is known as administrative 
secrecy. It is binding on both sides. An official is 
forbidden, under penalty of peremptory dismissal, 
to disclose what happens in Budget Bureau confer- 
ences. Above all, he is not permitted to tell how 
much money his department or agency asked the 
Bureau to allow for any or all programs. Whatever 
figure comes out of the Budget Bureau he is ex- 
pected to “support,” and if he is called before an 
appropriations committee he is expected to explain 
and defend the decision, even though he might 
have spent all his energy for weeks attempting to 
get more money. 

But not always does this strict rule prevail over 
human nature, human ambition, or devotion to a 
federal program that faces disaster. To the trained 
observer, it is apparent that frequently a federal 
agency, directly and indirectly, does enough lobby- 
ing with an appropriations committee to insure that 
the Budget Bureau’s work is completely undone on 
Capitol Hill. This is particularly true in the rela- 
tions between the military services and the Budget 
Bureau--where the interservice fights over the dol- 
lar regularly break out into the headlines. 

Even if there is no collusion, a persistent commit- 
tee member generally can draw from an agency 
witness enough information to establish how much 
money that official thinks his operation should get. 
These instances are not at all unusual, and, gener- 
ally, depending on the adroitness of the questions, 
they are regarded as ethical. No one gets fired. 

Sometimes the Appropriations Committee will 
then vote to restore all or part of the cut, if the pro- 
gram has appeal. This does not happen often. If it 
did, the original intent of the Budget and Account- 
ing Act would be lost in a welter of moves and 
countermoves. Budget Bureau directors, generally 
the “strong men” that Mr. Garner had hoped for, 
can thank their lucky stars that decisions are re- 
versed so infrequently. Taxpayers, too, may give 
thanks to the wisdom of men like President Taft, 
Representative McCormick, and Representative 
Good of Iowa who had a major role in the writing 
of the act. Their efforts brought the federal budget 
system into being while federal spending was still 
in comprehensible totals. 
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“This substance [Vitamin 
has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


MEPHYTON 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K,... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues” 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 


\ mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 

, emergencies, 10 to 50 mg.: may be repeated as indieated by prothrombin time 
fy response. (Some clinicians advise their patients to keep a supply of tablets on 
4 


hand at all times; if gross bleeding occurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


‘ Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician’s bag for emergency use. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., Inc 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonoflicial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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Hospital 
practice 
infant feeding 


Standard formulas for WELL INFANTS 


Since age, appetite and digestive capacity vary, hospital 
practice favors an individualized formula for each infant. 
The total daily feeding usually amounts to 2 ounces of 
milk per pound of body weight, plus 1 ounce of Karo 
Syrup with enough water to satisfy fluid requirements. 


The newborn usually takes from 2 to 3 ounces of for- 
mula per feeding; the very young infant, 4 to 5 ounces— 
the daily quota yielding over 50 calories for each pound 
the infant weighs. The quantity per feeding should 
not exceed 8 ounces. 


Newborns are fed at 3 to 4 hour intervals throughout 
the 24-hour period—the 2 or 3 A.M. feeding is discon- 
tinued after the neonatal period. In the third or fourth 
month the 10 or 12 P.M. feeding is discontinued, once 
the infant fails to awaken for the bottle. Standard but 
individualized formulas which constitute the hospital 
infant feeding regimen are shown here. 


WHOLE MILK FORMULAS 


Age Cow's Milk Water KARO Each Feedings Total 
Months ‘Fluid Oz. 0z. Tbsp. Feeding Oz. in 24 Hrs. Calories 


Birth 2 3 6 
1 12 13 242 s 6 390 
2 15 13 3 42 6 480 
3 17 9 3 5 5 520 
a 20 11 342 6 5 610 
5 23 11 < 642 5 700 
6 26 10 3 7 5 760 


EVAPORATED MILK FORMULAS 


Age Evap. Milk Water KARO Each Feedings Total 
Months Fluid Oz. 0z. Tbsp. Feeding Oz. in 24 Hrs. Calories 


Birth 6 12 2 3 6 380 
1 8 16 3 a 6 532 
2 9 14 3 412 S$ 576 
3 10 15 312 5 ~ 650 
4 12 18 4 6 5 768 
12 21 612 5 768 
6 13 22 4 7 5 768 


ADVANTAGES OF KARO’ SYRUPS IN INFANT FEEDING 
Composition: Karo Syrup is a superior 
dextrin-maltose-dextrose mixture because the 
dextrins are non-fermentable and the maltose 
r is rapidly transformed into dextrose which 
sf requires no digestion. 

Concentration: Volume for volume Karo 
Syrup furnishes twice as many calories as 
similar milk modifiers in powdered form. 
Purity: Karo Syrup is processed at steril- 
izing temperatures, sealed for complete hygi- 
enic protection and devoid of pathogenic 
organisms. 

Low Cost: Karo Syrup costs 1/5 as much 
as expensive milk modifiers and is available 
at all food stores. 

Free to Physicians Book of Infant 
Feeding Formulas with convenient schedule 
pads. Write: 


Medical Division 


ey CORN PRODUCTS REFINING COMPANY 
q ’ 17 Battery Place, New York 4, New York 
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FASTER HEALING, 
GREATER 
PATIENT COMFORT 


Whether cauterization, conization, other 
surgical operation or radiation of the cervix 
uteri is indicated, FuRAcIN Vaginal 
Suppositories can aid materially. Administered 
before and after these procedures, they eliminate 
infection; minimize discharge, malodor and 
irritation; facilitate healing and provide a more 
2 weeks post-cauterization rapid and comfortable convalescence. In 
conjunction with radiotherapy, they control 
infection and thus contribute to “‘a better 
response of the malignant tissue to a given unit 
of radiation.”* FuraAciN Vaginal Suppositories 
do not cause monilial superinfection and are 
well-tolerated in prolonged use. 
FORMULA 0.2% FuRACIN in water-miscible 
base; hesactie ally sealed in yellow foil. 


*c 


FURACIN' VAGINAL 


brand of nitrofurazone 


ALSO AVAILABLE: FURACIN URETHRAL SUPPOSITORIES 


healing complete 


PROTOGRAPHS BY SCHwA AM. 63:579, 1952. 


prompt healing 
with aid of 
° 
NITROFURANS 


Yo & new class of antimicrobials—neither antibiotics nor sulfonamides 
Sf | EATON LABORATORIES © NORWICH, NEW YORK 


Furacin Vaginal Suppositories 
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Pre-cauterization 


Sustained Action Nitroglycerin Tablets 
Around-the-clock protection in Angina Pectoris 


References: 


Recent clinical studies give impressive evidence of the effectiveness of Nitroglyn 
as a prophylaxis in the treatment of Angina Pectoris. 


8. ...Reduction of severity, increased exercise tolerance and protection 
against effort or emotional induction of anginal pain or decubitus angina was 
accomplished by the use of Nitroglyn in doses of 1/25 to 1/10 grain every 

6 to 8 hours, continued indefinitely. Tolerance to Nitroglyn was not observed.” 


2. ...‘In more than three quarters of all cases (80 cases) 
the effect of Nitroglyn was absolutely satisfactory (almost half of the patients 
became completely free of pain).” 


1. Jablons, Benjamin, M.D. 
et al; presented at the 
Inter-American Congress of 
Cardiology, Havana, Cuba, 
November 1956. 


* Kutschera, W. and Perger, F., 
Ist Div. of Medicine in the 
Vienna City Hospital—Lainz; 
Ars Medici, Switzerland, 
May 1957. 


* Huppert, Victor, M.D. ond 
Boyd, Linn J., M.D. F.A.C.P.; 
Bulletin New York Medical 


3. ..."There is a distinct advantage in taking a sustained action compound 
twice a day over 10-20 doses of total equivalent amount of ordinary nitroglycerin 
. .. (Nitroglyn) proved well tolerated and effective.” 


@. ...Nitroglyn produces an effect which persists about twenty times as 
long as the effect of sublingual nitroglycerin.” 


College, Flower and Fifth 
Avenue Hospitals, New York, 
N. Y., May 1956. 


* Mann, Hubert, M.D.; 


Journal of the Mount Sinai 
Hospital, New York, N. Y., 
May-June 1956. 


Reprints of above reports 
available on request. 


Literature and samples available to one CORPORATION, Pharmaceuticals, Miami 37, Florida 


physicians on request . . . write: 


Nitroglyn tablets are available in two dosage forms: 


gr. 1/25th and gr. 1/10th, in bottles of 50 and 500 tablets. 
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manages both the psychic and somatic symptoms 


relieves emotional stress in the menopause 
an 
treats somatic disturbances due to ovarian decline 


SUPPLIED: Bottles of 60 tablets. 
EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) 
ner y!l-1,3-propa j Jicarbamate 
Conjugated Estrogens (equine) 
posacE: One tablet t.i.d. in 21-day courses with one week rest periods. 
: Should be adjusted to individual requirements. 
CMP-6480-18 WALLACE LABORATORIES, New Brunswick, N.J. 
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For care of the skin... 
Calgon* and mild soap 
assure complete cleanliness, 
mininize irritation 


Clinical experiments prove that washing and rinsing with 
Calgon prevent formation of soap curd or film. This 
calcium soap deposit may cause irritating skin eruptions 
or rash. Calgon ties up the trouble-making minerals in 


water so they can’t combine with soap, 
detergents, soil or shampoo to form 
film. Without Calgon, this undesir- 
able film stays on skin or in hair. 
With the addition of Calgon—hands, 
skin and hair become film-free, thor- 
oughly clean and sanitary. Protect 
yourself and your patients with the 
safe, gentle water conditioning action 
of Calgon. 

For more information, write Dept. 327, 


Calgon Company, Pittsburgh 30, Pa. 


CALGON ENDS PROBLEMS CAUSED BY WATER 
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HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 


PARENTS 


ALL ABOUT 


CALLING ALL PARENTS 
A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 
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Vol. 166, No. 11 


For The Mentally Retarded Child 


SIX COMPREHENSIVE PROGRAMS 


Observation and Diagnosis 
Education and Training 
Residential Supervision 
Custodial Care 

Summer Program 
Psychiatric Treatment Center 
Established 1888, The 
treatment for bovs and 
6 years. 


Training School at Vineland provides care and 
girls 2 vears or older with mental potential of 
staff. Electroencephalographi« 


hiatr posve hologi« al. 


Complete professional and 
phvsiologi- 


Hospital 


neurological exams, individual 


eal, and speech observations and therapies. Cottage system 


school. chapel, lake. pools, farm on 1600-acre estate 


For information write: Box K 


The Training School at Vineland, New Jersey 


POST-GRADUATE COURSE 
IN SURGERY 


Designed for candidates for the F.R.C.S.(C) 


and the American Board of Surgery 
The Surgical Staff of the Royal Victoria Hospital are conduct 
ing their thirteenth annual course in surgery designed espe 
cially for those wishing to write the F.R.C.S.(C) and the 
American Board of Surgery 
jurse consists of two sections the correspondence portior will 
nce on April 28 “ r sist of selected reading with weekly 
2n questions. The clinic ur lidactic fu time course w 
ence Aug ia 7 weeks 
Al he reqt work A ye pre € ri spe sts 
wi cor st « I pa £ x r s r tic 
with gener surg 
Fee for the « 5 00 


Address applications or inquiries to: 


ROYAL 


The Post-Graduate Board 
VICTORIA HOSPITAL 
Montreal AS 


MRS. DAY'S deat BABY SHOES 


are made to meet the Professional Standard attained by 
our Medical Co-operation over o period of years. Babies 
under your care should have the benefit of this work. 


MRS. DAY'S IDEAL BABY SHOE CO., INC. 
DANVERS, MASSACHUSETTS 


THE CHILDREN’S HOSPITAL 
BOSTON, MASS. 
GRADUATE COURSES IN POLIOMYELITIS 


PHYSICIANS: 1958. 
1958. 


One Week, June 2-6, 
Repeated, August 4-8, 
For information write 


WILLIAM T. GREEN, M.D. 300 Longwood Ave., 


Boston 15, Mass. 


“It's an affidavit . . . for the girls at the lodge . concerning 
the incredible number of hours I spent on the operating table.” 


‘In acute dermatoses 


ARGORTIN 


Hydrocortisone 0.5% and Special Coal Tar Extract 5% (TARBONIS® ) 


SECLUSION Est. 


1909 MATERNITY 
Private sanitarium for the care of a limited yy hod 
number of unfortunate girls. Rates reason- 5 dee as 
able. In certain cases work given to reduce “ei; 
expenses. Certified obstetrician in charge 


All adoptions, if desired, are arranged thru 

the juvenile court of K. C. Early entrance 

advised. All correspondence confidential 
phon 

Grace Schroer, Supt. WA 3-3577 

4911 E. 27th St.—K. C., Mo. 


BELLEVUE 
for 
Mental 
EDWARD ROSS, M.D., Medical Director 
ILLINOIS PHONE: BATAVIA 1520 


PLACE 
aa a 


Nervous 


and Diseases 


BATAVIA, 


FORT LAUDERDALE BEACH HOSPITAL 
125 N. BIRCH RD. 
FORT LAUDERDALE, FLORIDA 


A modern hospital for gen- 
eral medical care, with excel- 
lent diagnostic, therapeutic and 
rehabilitation facilities. 


Lovis L. Amato, M.D. Med. Dir. 


in a Greaseless Stainless Vanishing Cream Base. 


REED & CARNRICK / Jersey City 6,N.J. 
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Noludar 


will put your patient 


Two 200 mg Noludar” Tablets 


1 (non-barbiturate) are almost 
\| 


certain to produce sound, 


restful sleep. One 200 mg 


tablet is frequently adequate. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Noludar®~— brand of methyprylon—non-barbiturate 
sedative-hypnotic 


sleep 
and will not awaken 
with that knocked out 
feeling 


How to friends... 


FLAVORED 


Childrens Size 


BAYER 


ASPIRIN 


=| 
= | 


GR SIZE 


48 TABLETS 


Gea, 25¢ 


14 GRS. EA, 


The Aspirin that Tastes So Good. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1's grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 0of Sterling Drug tn 1450 Broadway, New York 18, 
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LUTREXIN is a new, water soluble, 
non-steroid, uterine relaxing hormone 
—unlike estrogen or progesterone— 
which has been isolated from the 


Ovary. 


LUTREXIN produces demonstrable 
blood levels thirty minutes after oral 


administration. ' 


Majewski and Jennings” ® in their 
confirming study, report 68% 
favorable results with LUTREXIN 
in eighty clinically diagnosed cases 
of premature labor. 


Dosage: The above authors recom- 
mend an initial dose of four tablets, 


followed in one hour by three 
; tablets and one tablet hourly there- 


after until contractions cease. 


Ff However, many clinicians have more 
than doubled this dosage with 
excellent results and no untoward 
effects. 


(H.W.& D. brand of lvvtrin) TA BL ET S Supplied in bottles of 25—1000 unit 


for increasing time in utero tablets 


1. Jones, Georgeanna S. and Smith, Frank: Am. 


J. Obstet. Gynecol., Vol. 67: No. 3, 628-633, 
1954. 


2. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecoliggy, Vol. 5, No. 5, 1955. 


3. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 9, No. 3, 1957. 


in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 


HYNSON, WESTCOTT 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND 
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